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GENERAL INTRODUCTION

« Des situations et des comportements observésvand@ d’aprés génocide,
des paroles entendues, d’émotions ressenties fldgiohs et d'idées suggérées
par ces situations, ces paroles et ces émotiomseignent sur 'importance des

conséquences de ce génocide sur la société genéf@lasibirege, 1995).

Exposure to traumatic events has deleterious efésciting in considerable
psychological (cognitive and affective/emotionahysical and social impairments. In
contrast to natural disasters, victims of man-ndidasters have been reported to be
vulnerable to severe psychological and psychidigorders affecting a large number of
abilities and lasting for many years. Among the no@snmon psychiatric diagnosis
associated with violence exposure is the Posttrdar8&ress Disorder (PTSD). Like adults,

children and adolescents are not exempt from thiatson.

Regardless of the age, there are convincing firedasgertaining that being exposed to
traumas is with upheaval psychological outcomesvéier, in addition to the nature and the
magnitude of the traumatic experience, findingscate that the development of post-
traumatic syndrome is moderated and mediated ln@ar of objective and subjective
factors. Especially for children and adolescemis,imtensity of the traumatic event (nature,
source and consequences) and the post-trauma cimatiger life are crucial to account for

worse development and maintenance of PTSD syndrome.

In 1994, Rwanda experienced an unprecedented gknimcivhich about 800.000

Tutsi, for their majority, were atrociously murdeér@JN). This genocide generated multiple
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and massive stressors that may lead to severeagddsting PTSD among its survivors,
including children and adolescents. Report on t@igxposure and psychological reactions
to genocide among young survivors in Rwanda (Dyregt al., 2000) unanimously indicate

a precarious situation. At the social level, cleldand adolescents heading household (CHH)
are presumably the most vulnerable given theiradag@privation. Moreover, the increased
number of significant losses (parents, siblingstiees, family and community cohesion) and
the traumatic nature of the death predict traungatef among the young orphans of the
genocide in Rwanda. The embedment of traumas amedvrEment in this population is

postulated to increase the likelihood of severemardistent posttraumatic distress.

The research activities reported in this dissenmtatvere motivated by my own
professional experience inspiring challenging comsé¢o be addressed. My practitioner
profile starts when working with local and intelioatl non-governmental organisations (e.g.
World Vision International, International Rescuen@uittee) intervening in Rwanda post-
genocide. From that time, | practice healing wouindsy the genocide. In additional to that
field experience work, | embarked on academic vgimke 2002 as Assistant Lecturer at the
National University of Rwanda (NUR). Both experieaseem to be complementary in
understanding why | was so motivated in studyiagnas and bereavement associated with

the genocide of Tutsi, especially with a populatdryoung survivors.

Since 1997, just 3 years after the 1994 genocidepegpetrated, when working with
the “Community Mental Health Programi{eSMC), at the National University of Rwanda
(NUR)“, I realized that survivors are confrontedatdouble overwhelming burden : the

trauma from the horrific genocide experience amdgtief from the loss of close relatives in
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such circumstances. From that insight, and data fsrersonal development workshops, the

issues of traumas and bereavement became veryigensi me.

With a new contract in 1999, my experience was With“Vulnerable Children
Programof thelnternational Rescue Committ@dSA). As a psychologist and programme
coordinator, my task consisted of guiding orphard faster families for reunification. The
young people and volunteer families usually congpligth the reunification programme.
Later on, records indicated increased figures dfldn leaving their fostering families for
the street or returning in unaccompanied childemtres (orphanages). Why? It came to my
understanding that such behaviours were relatedgolved traumas rather than to
reunification unwillingness. In fact, reunified tdrien were so traumatized and thus
displaying symptomatic dysfunctional behavioursjolitin turn confused their welcoming
families. What lesson learnt from such an expeg@riccame to the conclusion that the
“apparent calm” children could be with an unspeékalnd unrecognized suffering resulting

from the genocide and which may disrupt their dcsma functional abilities.

This profile drew me a causal pathway of the ta@eeloped in this dissertation.
Although the post-genocide situation seems chalen@nd somehow interesting for
research, there are few studies initiated to assebs$ollow-up the psychological
consequences of the genocide in Rwanda. Apart $@me internationals organisation’s

consultancy reports (e.g. UNICEBSAID-DCOF and some cross-sectional studibere

are few in-depth studies assessing the long-tefectedf the genocide. The limited reports on
PTSD in Rwanda, and particularly about children addlescents population are
epidemiological; less oriented to explore how tloeilhle develops or worsens. Further,

reported frightening data suggested vibrating rieeturther studies aimed at following-up
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the development of post-traumatic syndrome, idginiif risk factors and attempting

intervention programmes to lower PTSD prevalence.

With regard to the genocide in Rwanda, especiblyextent of its damages; it is
hypothesized that psychological consequences fuamm disaster are crucial. Considering
social categories of young survivors, CHH are higpsized to be vulnerable to several
psychological sequels given their social and ecaadiming conditions. The trauma exposure
history, traumatic bereavement of key caretakedsattachment figures (parents and other
relatives), lack of adult guardianship, insecuraif@ structures and precarious social support

are risk factors predicting poor outcomes.

Fortunately, empirical and clinical findings provéndit PTSD and its comorbid
disorders can be treated. There are individualedsas group psychotherapeutic protocols
that have been shown to improve PTSD symptoms.3#féitiding cultural differences, it is
postulated that in-depth studies can contributgetting up proper therapeutic interventions

addressing PTSD in Rwanda.

About the structure, this thesis consists of sel&pters, the general introduction and
conclusion excluded. The two first chapters arerbical and overview the literature related
to PTSD (Chapter 1) and the association of traumteb@reavement (Chapter 2) resulting in a
conjunction of PTSD and grief. They clarify issuekted to symptoms and semiotic
concepts, diagnostic and assessment protocolgleandnstrate how PTSD and grief can be

embedded on certain aspects but not on others.
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At the empirical level, findings from PTSD prevaten(chapter 3) and the association
of PTSD and grief (chapter 4) among young peopteiwars of the 1994 genocide in
Rwanda are presented. Furthermore, continuous asts post-genocide trauma reminders,
deleterious socio-economic life conditions, copstrgitegies and PTSD comorbidity are
presented as major risk factors to persistent antptex post-traumatic distress (Chapter 5).
Finally, given our findings, a rumination focusemhoitive and behavioural therapeutic
(RFCBT) protocol is tested in a pilot sample (Cleap®6) and in a Randomized Controlled

Trial (RCT) (chapter 7).
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Résumé

Le Trouble de stress post-traumatique (TSPT) obeeehfants et lesdolescents a fait
I'objet de nombreuses recherches. Ces études pgeagralement sur des populations a
risque, comme les enfants et adolescents victimesthstrophes naturelles (incendies,
tremblements de terre, éruptions volcaniques) eialences humaines (torture, violence
domestique, viol et abus sexuel, guerre, camp®deentration, épuration ethnique et
génocides). La prévalence des symptémes du TSR cgdiie tranche d’age est importante,
contrairement a la croyance selon laquelle lesesfet les adolescents sont trop jeunes pour
étre affectés par les expériences de vie difficlmmparativement aux catastrophes
naturelles, I'impact des guerres et des génocisteglas redoutable au vu de l'intensité et des
conséguences gue génere ce genre d’événement tiguen&n plus de I'horreur des
événements, I'enfant et I'adolescent sont confoatées modifications importantes dans leur
vie et a 'adaptation a un nouveau statut socisy@ooque (déplacé, réfugié, orphelin). Cet
article effectue une revue critique de la littératsur le TSPT chez les enfants et les
adolescents et met I'accent sur la descriptionlngggue et symptomatique, le diagnostic,
I'épidémiologie et I'étiologie du TSPT. En amorigrticle met en exergue I'importance des
violences humaines dans le développement et letieraidu TSPT chez I'enfant et

I'adolescent compte tenu de leur intensité et desleonséquences.

MOTS CLES : enfant, adolescent, TSPT, guerre, gdeoc
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Abstract

Post-traumatic stress disorder (PTSD) in childred adolescents has been the main
issue of several studies. These studies are ysaded on populations at risk, such as child
and adolescent victims of natural disaster (fiegtrgjuake, volcanic eruption) and human
violence and conflicts (torture, inter parentallei@e, rape and sexual abuse, war,
concentration camps, ethnic cleanings and genodidig regard to empirical evidences, the
prevalence rate of PTSD symptoms in that age giouapnsiderable, in contrast with the
naive belief that children may be too young to tiecded by traumatic events. Compared to
natural disasters, research has shown that thectropavar and genocide on children and
adolescents is more severe, due to the intensitgansequences of such events. Besides the
horror of a war situation, children and adolescenfosed to it have to adapt to dramatic
changes in their every-day life (displaced, refsg@ephans). Thus, special attention to such
events should be given in order to protect yourgpfeefrom long-lasting effects. With an
emphasis on symptomatic description, diagnosisiespiological prevalence and etiological
factors, this article reviews the existing literatwelated to PTSD among children and
adolescents groups. Substantially, the role of muw@ence and conflicts in the onset and
development of severe and long-lasting PTSD distucbs among children and adolescents is

outlined in this article.

KEY WORDS: Children, adolescents, PTSD, war, get®ci
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L’enfance et 'adolescence constituent des phasedeloppement dont la traversée
est souvent remplie d’embdches et de défis. Cedaiirconstances extrémes de la vie de
I'enfant et de I'adolescent peuvent porter préjadideur intégrité physique et psychologique.
Ces circonstances potentiellement traumatisaniegepe étre, entre autres, les catastrophes
naturelles (incendies, tremblements de terre, Emgpvolcaniques, les feux de brousses), les
accidents de circulation, les violences humainasifgs, épurations ethniques, génocides,
violences domestiques et sexuelles). Cette dern&égorie d’expériences s'avere plus
traumatisante car elle génére une gamme importenséress pour I'enfant et affecte
considérablement diverses dimensions de sa vie (DISI] APA 1989).

La notion de Trouble de stress post-traumatiqué{lSen anglais Post-traumatic
stress disorder (PTSD), qui est développée icyaienaux conséquences a long terme, un
critere du DSM IV (APA 1994) de ces situations treatisantes. Le diagnostic de ce trouble a
longtemps concerné les adultes et ce n’est quenr@eat (DSM 1l1I-R, APA 1989) que le
syndrome fut reconnu et diagnostiqué chez desssuig@me trés jeunes. Le présent article

passe en revue cette littérature.

1. Description du trouble de stress post-traumatiduez ¢'enfant et I'adolescent

Les réactions des adultes a des événements plienéat traumatiques, largement
étudiées, ont permis de qualifier le trouble dedsgyme car il résulte de I'association de trois
catégories de symptémes. Par ailleurs, la populakes enfants et des adolescents est restée
non explorée. Les quelques études réalisées diagremche d’age sont restées anecdotiques
et relativement peu fréquentes dans des situatiemgierre (Fletcher, 1996). Ce manque
d’intérét serait d, d’'une part a la croyance naivenoment que les enfants sont trop jeunes

pour comprendre et étre affectés et d'autre pafgiaque la notion de stress post-
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traumatique n'en était qu'a ses débuts. Actuetigndes études s’intéressent a cette tranche

d’age, aussi bien qu’aux adultes, et confirmemprévalence des symptémes du TSPT.

1.1. Description nosographigue
1.1.1. Définition

Le trouble de stress post-traumatique (TSPT) daalif trouble anxieux frequemment
observeé suite & un événement extréme (Sydor &iphilj 1996) et potentiellement
traumatisant. Il est constitué par un ensembledetions psychologiques et
psychophysiologiques consécutives au stress pr@&pguun événement traumatique. Le
diagnostic du trouble suppose au départ un stinpriésis, c’est-a-dire I'exposition a une
expérience traumatique, et qui déclenche une oFade peur intense et un sentiment
d’'impuissance chez la victime. Les effets de oetf@erience sont vécus par le sujet comme
accablants du fait méme du caractére soudain g¢imta de I'événement (Figley, 1985). De
tels effets d’'une exposition au danger incluentidéss de vulnérabilité (invalidation des
croyances fondamentales), d'impuissance, de pertoutrble et d'incertitude, ainsi que des

sentiments d’anxiété profonde ou d’horreur (BrillMarchand, & Stephnenson, 1996).

Mais, quel événement est susceptible d’étre traigoa® Le critere A du DSM IV (APA,
1994) décrit deux conditions nécessaires pour géidmement soit catégorisé de
traumatique:

1. Le sujet a vécu, a été témoin ou a été confrooté &vénement ou a des événements
dans lesquels des individus ont pu mourir ou &@gement blessés ou bien ont été
menaceés de mort ou de graves blessures ou bientdiesguels son intégrité physique ou

celle d’autrui a pu étre menaceée ;
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2. Laréaction du sujet a 'événement s’est tradugteyme peur intense, un sentiment
d’'impuissance ou d’horreur. Chez les enfants, unpmtement désorganisé ou agité

peut se substituer a ces manifestations.

Définissant 'événement traumatique, Green (1998¢ipe les conditions qui déterminent
le potentiel de I'événement pour étre traumati@es conditions sont notamment les
circonstances ou (1) I'événement constitue une ceeadintégrité physique et
psychologique, (2) l'individu a subi des torts ¢esbures physiques séveres et (3) des torts ou
des blessures volontaires, ce caractére humamlaitaire de I'événement traumatique a été
relaté comme présentant un risque plus élevé ditippade troubles (Frederick, 1985),
notamment par rapport aux catastrophes natureli@mnc involontaires, (4) I'individu a été
exposé au spectacle de la blessure, de la mutilatiade la mort et spécialement lorsque le
corps humain est dénaturé, (5) I'événement a cbadaiperte violente ou subite d'un étre
cher, (6) l'individu a été témoin ou a appris ga'vinlence a été infligée a un étre cher, (7)
l'individu a appris qu’il a été exposé a un ageuntif) (8) I'événement a provoqué la mort ou

des dommages séveres a autrui.

Une telle description des conditions qui sous-tahtapparition du Trouble de stress
post-traumatique renseigne sur la particularitééd€&nement et des réactions déterminant ce
trouble. Par ailleurs, une distinction doit étrisef@ntre le TSPT et I'Etat de stress aigu,

généralement qualifié en anglais de “Acute Strassrer” (ASD).

1.1.2. Trouble de Stress post-traumatique et I'Etat deStrAigu (ESA)
Le DSM IV (APA, 1994) établit une distinction enteetrouble de stress post-traumatique

(TSPT) et le trouble de stress aigu (ESA). Ce éemanvoie aux réactions de stress
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traumatique succédant directement a I'événememtniatique et dont la durée va de deux
jours a quatre semaines. Les critéres de diagnmstitouble de stress aigu sont moins stricts
et les symptomes incluent des aspects dissodigtite ne retrouve pas dans le TSPT. De
plus, chez I'adulte, 'ESA n’est pas toujours umlpsédicteur du TSPT, c’est-a-dire que
I'acuité des réactions initiales ne prédit pas sgagement la chronicité (Bryant & Harvey,

1998 ; Harvey & Bryant, 1999).

Cependant, il n'existe pas a présent d’étudesiquot &érifié la relation entre 'ESA et le
TSPT a long terme chez les enfants, ou si lesresitée diagnostic de 'ESA sont applicables
aussi bien aux enfants gu’aux adultes (Salmon &Bty2002). Il est indéniable que les
critéres de 'ESA ont été établis a partir de l'etvstion d’adultes ayant survécu a des
traumas, et dés lors les réactions aigués (émoesseafiectif, confusion, déréalisation,
dépersonnalisation, amnésie dissociative) émanémides faites auprés d’adultes (Spiegel,
Koopman, Cardena, & Classen, 1996). Il est impodarsouligner qu’ avant d’appliquer les
critéres de 'ESA aux enfants, il serait capitad gies études prospectives soient menées
aupres d’enfants a différents stades de développeshayant subi différents traumas pour

décider des criteres d’'évaluation.

Une telle argumentation semble nier la relationexisterait entre 'ESA et le TSPT et
pourtant qui est déterminante dans les criterd33M IV (critere A-2) (APA, 1994). Le
propos de cet article consiste a souligner diffésréiéments. D’abord, I'enfant ou
'adolescent peut se remettre des réactions agu@&soment du trauma sans qu'il soit
susceptible de développer un TSPT a long termeuitengenfant ou I'adolescent, et
d’ailleurs I'adulte, peut ne pas réagir directemsmtrauma mais par la suite développer un

TSPT. Les théories cognitives (Ehlers & Clark, 20@bt état d’'un TSPT différé qui est
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souvent déclenché par des signaux internes ounest@ssociés a une mémoire traumatique.
De plus, le jeune enfant ne réagira pas directessrda capacité cognitive ne lui permet pas
d’apprécier directement 'ampleur de I'événementsniava plutdt réagir aux réactions des
parents. Un tel scénario se présente dans desiaitsi de guerre ou I'enfant peut étre
toujours rassuré par ses parents quand bien mésitaddéion est critique. Ce cas de figure est

remarquablement illustré par le film « la vita dde.

1.1.3. TSPT complexe

Actuellement, des données provenant de recensemeédatits et des vérifications
empiriques font émerger une volonté de définir cetégorie supplémentaire du TSPT a
savoir celle des “Troubles de Stress Extréme Nomefwent Définis” (TSENADY (Yule et
al., 1999, p.36). Certains chercheurs pensent exisite une différence d’effet entre les
événements singuliers et les événements a strdtplatuet répétés. Dans sa classification,

Terr (1991) postule que les événements sont sditpiul, soit du type 1.

Selon l'auteur, le type | inclut les événementsaprit de courte durée, soudains,
inattendus, a occurrence isolée, et dont les symgrésont typiques (par exemple la peur
apres un accident reste attachée a des situatioitaies). Par contre, le type Il concerne les
événements dont la durée est prolongée, a occerrépétée et pour lesquels I'intention de
nuire d’un tiers est centrale. Dans cette catégorielasse les abus et violences sexuelles, les
guerres, les épurations ethniques et les génodidetels événements conduisent a des
symptémes dissociatifs plus importants que dapsdmier type au vu de la multiplicité des
stress et de I'ampleur de I'adaptation que celpas@. Dans son travail avec les adultes,

Herman (1992) argumente en faveur d’une définitidférentielle du PTSD et du TSENAD.

! En anglais : Disorders of Extreme Stress Not Qifser Specified (DESNOS)
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Ce trouble résulte de stress multiples susceptiddgzoduire des réactions psychologiques

différentes.

Le syndrome TSENAD est composé de cing regroupesmensavoir 1) des
changements dans la gestion des émotions, 2) unglgion de I'attention et de la
conscience, 3) de la somatisation, 4) des chandgsrderia personnalité et 5) un
affaiblissement du systéme des normes et valewie @t al., 1999). Le TSENAD constitue
un diagnostic du TSPT consécutif a des stresspiagti Un tel diagnostic s’applique aux
personnes grievement traumatisées a un jeune igien@s des violences humaines répétées)
et a des personnes victimes d’un traumatisme pensi@orture, camps de concentration,
génocide). Le caracteommplexaenvoie a la difficulté d’adaptation au traumateset aux
déficits subséquents ; a savoir les déficits cadgnitonatifs, socio-affectifs, I'altération de la

personnalité et des problémes de comportementngeom I'expression.

1.2. Symptémes caractéristiques du TSPT.

Le DSM IV (APA, 1994) définit le TSPT comme étamt syndrome caractérisé par trois
groupes de symptdomes importants dont les intrusiespensées, des images et des
sentiments liés a I'événement traumatique (criBrd’évitement des stimuli associés a
I'événement (critere C) et I'activation neurovégi@mau rappel de 'événement (critére D).
Ces criteres diagnostiques du TSPT sont aussilealabur les adultes que pour les enfants et
les adolescents. Cependant, chez I'enfant, lestymgs du TSPT sont exprimés par des
comportements agités et désorganiseés, des jeuzlaaqpévénement traumatique. De plus,
la difficulté réside en la distinction entre lepests liés au développement de I'enfant (ex.
acces de colere a la période préadolescente) aspests du trauma. Les recherches ont

permis de préciser le nombre de symptémes de clagégorie permettant un diagnostic du
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TSPT chez les enfants et les adolescents (Beng#l8k; Green, 1991 ; Green et al., 1991).
Ainsi, le diagnostic du TSPT chez I'enfant et I'tekzent, comme chez I'adulte, exige la
présence d’'un symptdome de re-expérience de I'événetraumatique, trois symptdmes
d’évitement/émoussement et 2 symptdmes d’activateamovégétative (American Academy
of Child and Adolescent Psychiatry, AACAP, 19983slcritéres diagnostiques adaptés a
I'enfant sont présentés dans le Tableau 1. Towefime souplesse dans le diagnostic est

recommandée pour le cas des enfants.

Des études faites a partir de ces criteres du D&M anduit a la conclusion selon laquelle
le TSPT est présent chez les enfants et les adoltssau méme titre que chez les adultes. Les
premieres données concernant les réactions postitigues spécifiques chez les enfants et
les adolescents commencent a apparaitre dansréssah970 et 1980, essentiellement dans
des sources anecdotiques et non-empiriques (Bengd@k; Eth & Pynoos, 1985; Frederick,
1985; Galante & Foa, 1986; Newman; 1976; Terr, 19883, 1991). Les études de Terr
faites auprés des enfants de Chowchilla victimdsdigapping en 1976 en Californie sont un
bon exemple de ces recherches. La premiére reéhdectierr (1979), portant sur une
population de 23 des 26 enfants kidnappés, doatgogs et 17 filles d'une tranche d'age de 5
a 14 ans dans les 6 a 10 mois qui ont suivi I'emeant, observa que les réactions des enfants
de Chowchilla étaient caractéristiques du TSPT.dyesptdmes observés chez ces enfants
étaient similaires a celles qui sont trouvées d¢beadultes traumatisés. Cependant, a la
différence des adultes, les enfants réagissaitort des moyens spécifiques a leur age a

travers les jeux et des comportements agités.
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Table 1

Les critéres de diagnostic du Trouble de stresstPasmatique (TSPT) selon le DSM IV (1994daptés a I'enfant

CRITERE A CRITERE B CRITERE C CRITERE D CRITERES E&F
Trauma(2)y Symptdmes de re-expérienceEngourdissement et Symptdmes d’activation Conditions supplémentaires
. Agétati +
(1 ou +) Evitement (3 ou-+) neurovégétative (2 ou +)

1. Présence d’un 1. Penséesintrusivesdu 1. Evitement des 1. Difficultés 1. Durée : plus 1 mois
evenement trauma ou degux post- pensées / sentiments d'endormissement (criteres B, C et D)
traumatique

2. Réaction intense ; traumatiques répétitifs 2. Evitement d’'activités/ 2. Irritabilité ou acceés de
exprimee par des ... 2. Cauchemars permanents personnes colere 2. Perturbation significative
comportements agités
et désorganisés (inclus ceux avec/ou 3. Incapacité d’évoquer 3. Difficultés de et cliniguement observable,

val concentration o .
sans contenu I'événement Altération du fonctionnement
reconnaissable) 4, Perte ou réduction 4. Hypervigilence social, professionnel

3. Flashs oureconstitutions d'intérét dans des —
5. Réaction de sursaut
(reenactment) activitéssignificatives exagérée
spécifiques de la scéne 5. Détachement d’autrui
traumatique et sentiment d’'étrangeté
4. Détresse intense aux 6. Restriction d’affects
indices évoquant le 7. Sentiment d’avenir
trauma « bouché »

Réaction physiologique
aux indices de rappel

% Les symptomes spécifiques aux enfants sont éritaractére gras et italique.
% Les chiffres entre parenthése indiquent le nordesesymptdémes par critére requis pour le diagndstiESPT chez les enfants et adolescents.
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De la tendance des adultes a oublier certains @sgedeurs expériences traumatiques, les
enfants se souviennent des aspects importantssgéra traumatique (Terr, 1983). Par
ailleurs, ils tendent a revivre leur trauma auérawde reconstitutions (reenactments) de
certains aspects significatifs de I'événement,eparant de I'événement, et dans des jeux
inspirés par le trauma (post-traumatic play). D'asisymptémes observés sont la culpabilité,
'anxiété ou des peurs généralisées, la baissestarie de soi, les mauvais pressentiments ou
un sentiment de menace continue, la dépressioxi€té de séparation, les comportements
autodestructeurs, les attaques de panique, lésulliffs alimentaires, le somnambulisme, des
comportements agressifs ou anti-sociaux, la baieda performance a I'école (Fletcher,

1996).

Il existe un débat au niveau de la littérature mézeelative a 'importance des symptémes
du TSPT chez des enfants et des adultes qui ontwgméme événement traumatique. Dans
'ensemble, il est apparu que les enfants préselatenajorité des symptdémes retrouvés chez
'adulte. Dans sa méta-analyse, Fletcher (1996yjuel'incidence des symptémes
spécifiques du TSPT qui sont comparables chenliests et les adultes. Ces résultats font
état de souvenirs intrusifs (34 % et 45 % poueldgants et les adultes, respectivement), de
cauchemars (31 % et 36 %), d'un sentiment de revigvénement (39 % et 29 %), de
détresse manifeste aux indices de rappel (51 % &4)2d’évitement des indices de rappel
(32 % et 33 %), de manque ou de diminution d’irtéeis les activités (36 % et 28 %), de
difficultés de concentration (41 % et 41 %), d’hipgilance (25 % et 27 %), de réactions de
sursaut exagérees (28 % et 38 %). Les résultdttetisher rapportent d’autres symptomes
chez les enfants traumatisés : les réactions d&sas (48 %), faible estime de soi (34 %), la

dépression (25 %), I'anxiété de séparation (23exd)anxiété généralisée (39 %).
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La comparaison entre les réactions des enfantsseddultes ne doit pas étre interprétée
comme une preuve que les adultes et les enfargisséat de la méme fagon dans des
conditions identiques, particulierement pour lesgs enfants. Il est probable que les
manifestations du TSPT varient selon les différepteases de développement de I'enfant, et
de toute évidence en conformité avec les différenémgements (rapides et inégaux) qui se
produisent dans sa vie (Mash & Terdal, 1997). Rotirles études qui analysent I'incidence
des symptémes du TSPT a travers les différentesegtde développement sont quasi

absentes (Salmon & Bryant, 2002).

2. Diagnostic du TSPT chez les enfants et adolescents

Le diagnostic du TSPT chez les enfants s’est dgpél@ partir d’études de groupes a
risque ; a savoir d'une part les enfants victimewddations (Earls, Smith, Reich, & Jung,
1988 ; Green et al., 1991), de feux (McFarlane71.9e tornades (Bloch, Silber, & Perry,
1956), et d’autre part les enfants victimes de msefSaigh, 1985), de conflits inter-parentaux
et de la violence domestique (Emery, 1982 ; Waltk & Wilson, 1986), de I'enlevement
(Terr (1979, 1983,1991) et de fusillades a I'é¢Bimoos et al., 1987 ; Schwarz & Kowalski,
1991). De telles études ont permis une amélioratars la démarche méthodologique et dans
I'élaboration d’outils diagnostiques adaptés adpipation des enfants et des adolescents et
différentes expériences traumatiques. Pourtant devons noter que les résultats de ces
études sont trés variables au vu méme de la diiféreondamentale qui existe entre les
situations auxquelles les enfants et adolescentsssovent exposés. Par exemple, le TSPT
sera donc plus grand dans les situations ou lanviel est délibérée par une tierce personne (la
violence domestique, les guerres), a la différelesedésastres (tornades, feux de brousse) et

des accidents (accidents de route, naufrages).
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2.1 Approche méthodologique

Initialement, les études qui se sont intéressé@S&IT chez les enfants et les
adolescents se sont davantage référées aux rapgpsrpmrents et des enseignants qu’aux
enfants directement concernés. Or, des étudegwditrque les adultes seraient plus
préoccupés par leurs propres difficultés et nientefusent d'accepter et de reconnaitre
l'importance des problémes psychologiques rencewoésécus par les enfants (McFarlane,
Policansky, & Irwin, 1987; Yule & Williams, 1990Re plus, les enfants peuvent refuser de
peiner leurs parents en rapportant leur vécu doeilou Il se peut donc que les résultats issus
de ces recherches aient été biaisés par cettedatties parents et des enfants. Les données
recueillies par les enseignants sont égalemergémai: ceux-ci ne sont pas des professionnels
du domaine et certains comportements se manifgsenten famille qu’'a I'école.
Progressivement, les chercheurs ont compris quipuiestionnaires et les rapports collectés
aupres de ces adultes ne suffisaient pas pourwerglla présence et a la sévérité du TSPT.
Ainsi, I'évaluation du TSPT doit combiner I'entegticlinique fait directement avec I'enfant ou
I'adolescent et les questionnaires remplis paeiéasnts ou les adolescents eux-mémes, en

plus de ceux issus des adultes (parents et ensésyna

2.2. Différents outils

Actuellement, il existe des questionnaires autoiaitnés pour évaluer le TSPT et
qui ont fait preuve d'efficacité et de validité.uP@ant, ces questionnaires élaborés & partir des
critéres établis par les manuels DSM-III (APA, 1980SM-I1I-R (APA, 1987) et DSM-IV
(APA, 1994) méritent une adaptation continue dareak des enfants et des adolescents. Cet
impératif d’adaptation reléve de I'age, des différes socioculturelles et de la nature de
'événement. Plus encore, les criteres établidgpBSM exigent du sujet la capacité de

reconnaitre (introspection) et d’exprimer correaetries symptémes comme l'intrusion ou
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I'évitement de certains souvenirs ou sentiments.drdants et les adolescents ne sont pas
toujours capables de décrire leurs expériencemaiques et de préciser les comportements
symptomatiques du TSPT. Par exemple, les difésuitendormissement (somnambulisme et
cauchemars) ou I'énurésie sont autant de diffisudi€on peut rencontrer souvent chez des
jeunes enfants. Ces troubles peuvent déja condliéehec scolaire car ils affectent
I'attention et la concentration de I'enfant. Leghastic du TSPT chez les enfants et les
adolescents est également difficile du fait quaitdenir compte des aspects « normaux » et

passagers de symptdémes apparaissant lors degdifférphases de développement.

Il n'existe pas un seul instrument qui servirditideul d’étalon (gold standard) pour
diagnostiquer ou contréler I'évolution de ces syimps du TSPT chez I'enfant (AACAP,
1998). Les chercheurs conviennent de certaines litelpratiques susceptibles de minimiser
les biais d'erreurs dans I'évaluation du TSPT ¢thafant. Il s’agit, d'une part, de I'association
de I'entretien a l'utilisation des différents qumstaires et, d'autre part, de l'implication de
I'enfant et I'adolescent a toutes les étapes dd@tion. Pynoos et Eth (1986) recommandent

I'entretien direct avec I'enfant car il permet diéer convenablement les symptémes.

Certains outils ont déja fait preuve de consistatae validité pour tous les ages de
I'enfant et de l'adolescent (0-18 ans). Néanmdensianque de compromis si oui ou non, et
comment, les symptdbmes du TSPT se manifestentleb@nfants de tous les ages pose un
probléme réel. De méme, les outils existants ptéséndes limites quant a leur utilisation
pour des enfants de I'age préscolaire (Yule & Udwi®91). Pourtant, quelques outils
s’avérent trés utilisés, ne serait-ce que pourawaduation préalable & toute intervention.
Nous retenons I'échelle du TSPT pour les enfarfigdd@n’'s PTSD Inventory) de Saigh
(1988, 1989), I'échelle de I'l'mpact des Evénem@hddren's Impact of Traumatic Events

Scale : IES) de Wolfe, Gentile, & Wolfe (1989) etChildren’s Impact of Events Scale-
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Revised (Wolfe, Sas, & Wekerle, 1994), I'échelleDdpression de Birleson (Birleson
Depression Inventory BDI : "Depression self-ratiple for Children"). La plupart de ces
questionnaires sont plus disponibles dans leuioreenglaise et nécessitent une traduction et
une validation frangaises. Actuellement, certautiioont été traduits en francais, mais

restent cependant non validés (Sydor, 1995, 1996).

3. Epidémiologie

Les évaluations du trouble de stress-post-traunmatypres des adultes, dans la
population générale, estiment que la prévalendge @ifetime) du TSPT varie de 1 a 9,2 %
(voir Fairbank, Schlenger, Saigh & Davidson, 1998)r une recension des études
épidémiologiques sur le TSPT) ou de 1% a 14% (AACKEI™8). Par ailleurs, la prévalence
du TSPT chez les enfants et les adolescents daapldation générale est trés peu connue. |l
n'existe pas jusqu’a présent d'investigations épidéogiques sur la prévalence du TSPT
chez les enfants et les adolescents (Yule, Per@méh, 1999). Néanmoins, il existe des
données de recherches issues de groupes a risgoeyu® des tels résultats soient sujets a
caution, ils permettent néanmoins de constatepbirtance et la sévérité du trouble dans cette

catégorie d'age.

3.1. Prévalence

Les études sur la prévalence du TSPT chez lesterdaadolescents ont porté sur des
événements traumatiques singuliers comme les désastturels, les accidents, les abus
sexuels. En plus de cette attention portée a cegpgs a risque, il est indéniable qu’'une
évaluation du trouble dans la population générateahfants et adolescents s’avére nécessaire

suite a des événements traumatiques complexes ctesrgeerres, les violences humaines
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(épurations ethniques, génocides). |l serait ptessi@s lors d’estimer le risque de

développement et de maintien du TSPT a traverdifigsentes tranches d’age.

Les résultats issus de ces études sont révélatesitaiux de prévalence tres variables
de 3% (Garrison et al. 1995) & 100% (Frederick5)98ne telle variation statistique dépend
des méthodes utilisées, de la taille de I'échamtjldu temps écoulé et du type d’événement
traumatique. A la suite des études faites auprégdfants et adolescents victimes
d’enlevement, Terr (1979) estime a 100% le tauprdealence. L'importance de ce taux
élevé est justifiée par le caractere humain dehéwment et I'intensité de I'horreur pour les
enfants. Pynoos et al (1987), six mois aprés ttaque d’embuscade d’'une école (shipper
attack), estiment a 67 % la prévalence du troulneés de 159 enfants et adolescents qui
étaient dans la cour de récréation au moment ttadlae. Ces résultats révélaient la proximité
et la présence dans la cour au moment des tirs ediamteur médiateur de la sévérité des
réactions post-traumatiques. Dans leur évaluato64dpre-adolescents, six mois aprés
l'attaque & 'arme a feu de leur école, Schwalgatalski (1991) ont abouti a des résultats
trés controversés. Ceux-ci varient selon la clesgibn diagnostique utilisée par les auteurs,
soit 16 % (DSM lll, 1980), 8 % (DSM l1I-R, 1989),9% (DSM IV, 1994). Par contre, en
incluant les symptémes rapportés comme peu inteleseauteurs constatent une variation de
la prévalence : 91 % selon les criteres du DSM5I0I % selon le DSM-III et 26% selon le

DSM IV.

Les études épidémiologiques de certains groupiss|@er confirment I'hypothése
selon laquelle les guerres, les violences humaaessignificatives dans le développement
du TSPT (Jolly, 2003). Servan-Schreiber, Le LirB&mnaher, 1998), dans une étude sur 61

enfants réfugiés en Inde (enfants tibétains), $tgua taux de prévalence du TSPT chez 11,5
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% d’entre eux. La prévalence des symptdmes esfisafivement plus importante parmi les
enfants arrivés en Inde depuis moins d’'un an et dé&%versuss,7 %. Ces taux se
rapprochent de ceux observés par Sack, Clarke efe$€1997) aupres d’enfants Khmers
soumis aux régimes de terreur des communistes teaaigrant leur enfance ou petite
enfance. Des adolescents Khmers installés aux-Btassdepuis 6 a 10 ans sont encore 21,5
% a présenter un TSPT. Au cours de la guerre dieGah 1991), bien que non belligérant,
I'état d’Israél a fait I'objet d’attaques irakiersiddans leur étude sur 326 enfants israéliens,
Schwarzwald, Weisenberg, Solomon, & Waysman (1884stataient que les symptdmes du
TSPT persistent chez 12 % d’entre eux un an apsalsdstilités. Par ailleurs, ceux dont la
maison a été bombardée présentaient une prévagmicativement plus élevée : 23,8 %

versus9,1 %.

En plus de ces situations de guerre, la littératapporte certaines évaluations faites
dans des groupes victimes des situations de génetidépuration ethnique. Les années
1980 ont été marquées par le génocide des kurttek d@isant leur éradication du nord du
pays (Jolly, 2003). Cing ans apres, |'étude deadilfes ayant survécu a cette opération rend
compte d’'une prévalence du TSPT de 87 % chez fasitsret de 60 % chez leurs parents
(Ahmad, Sofi, Sundelin-Wahlsten, & von Knorring,08). Conformément aux résultats de
cette étude, une prévalence importante a été addesehez les enfants les plus agés, ils
présentaient plus de troubles psychotraumatiqueendes auteurs de ces résultats, la
sevérité du PTSD est directement corrélée aveisigges encourus, la briéveté de la période
de I'adolescence au vu de la rapidité avec laqilslEont projetés prématurément dans la vie
d’adulte. De plus, et comme le reprend Joly (20883 plus difficile qu’aient eu a subir les
adultes releve des violences directes, pour lemsifle pire réside dans la violence qu'a eu a

subir une personne significative. De ce fait, leadlé@ppement du TSPT chez les enfants
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dépend davantage de ce traumatisme individuel qureedffet de contagion des symptémes

parentaux (Ahmad et al., 2000).

Parmi des enfants iraniens agés de 4 a 8 ansjééfey Suede depuis un an, 21,4 %
souffrent d’'un TSPT, tandis que 30,9 % présentant$PT incomplet (Almqvist & Brandell-
Forsberg, 1997). La prévalence du TSPT est fortefi@na la gravité de I'exposition : 37,5
% chez les enfants sévérement exposés contre 1édte2des enfants faiblement exposés.
L’étude de suivi témoigne de la stabilité de I'affen : deux ans et demi plus tard la

prévalence du TSPT est de 23 % (Almqvist et ab,7)9

En 1994, alors que les conflits qui opposent muanbncroates et serbes ont cours,
une étude sur des enfants bosniaques déplacégjégés 12 ans, signale un taux de TSPT de
93,8 %. Des troubles associés sont observésessist90,6 %), anxiété (95,5 %), sentiment
de culpabilité (66,6 %) et anorexie (59,7 %) (Gtdds Wampler, & Wise, 1997). La
majorité de ces enfants étaient confrontés a laraépn de la famille, au deuil, au contact
direct avec la guerre et le combat, et & une exn@nvation (nourriture, soins, abri). Selon
cette étude, les niveaux les plus élevés des syngstdnt été observés chez les enfants qui

ont été témoins de la mort, de la blessure ou t@tiare d’'un membre de la famille nucléaire.

Le Tableau 2 synthétise les résultats des rechepiésentées ci-dessus. Ces données
statistiques renseignent sur I'importance du TSRz des enfants et les adolescents. Les taux
de prévalence varient selon le risque d’expositwctime directe) et I'importance de
I'événement sur la vie de I'enfant (multiplicitésistress). Egalement, le TSPT s’avére plus
ou moins important selon qu'il implique un deuilgortant, par exemple des enfants qui
perdent ou qui sont séparés de leurs parents @gs@u cours des événements comme la

guerre et le génocide (Goldstein et al., 1997).
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Tableau synthétique de certaines études

Etudes Population Age Type de Temps Critéres Prévalence
N (Années) trauma écoulé diagnostiques PTSD (%)
Almad et al. (2000) 45 familleKurdes d'lrag.  Enfants et Epuration 5ans PTSS-C et Havard87 %

Almqvist
Goldstein et al. (1997)
Pynoos et al. (1987)

Sack et al., (1997)

Schwarz et Kowalski
(1991)

Schwarzwald et al. (1994)

Servan-Schreiber et al.

(1998)

42
364
159

64

326

61

Iraniens
Bosniaques
USA

Khmers

USA

Israéliens

Tibétains

adolescents ethnique

4-8 ans Guerre 2% ans
6-13 ans fli@on
Enfants et  Snipper attack
adolescents
Enfants et  Terreur maoiste6-10 ans
adolescents

Pre-adolescents Embuscade a_

I’école
Enfants miBardement
Adolescents Réfugiés de la

guerre

Trauma
Questionnaire
D3IM Il
DSM IV
DSM llI

DSM IV

DSM 1ll, DSM llI-
R, DSM IV

DSM 1T,
DSM 1lI-R
DSM IV

23 %
93,8%
67%

21,5%
91%
50%
26%

23,8%

11,5%

26
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Enfin, ces résultats montrent que les symptémekrduble de stress post-traumatique
chez les enfants durent longtemps c’est-a-dirdejtemps et la maturation n’enrayent pas les
symptdmes du trouble. Ces données stimulent larbdsacontinuer les recherches et
d’évaluer I'importance du trouble dans d’autresylapons comme les enfants et les
adolescents survivant du génocide rwandais, lenénfictimes des conflits irakiens,

afghans et israélo-palestiniens.

3.2.  Evolution et pronostic

Comme le montrent les données cliniques et épidégigues précédentes, le TSPT
peut se maintenir trés longtemps chez I'enfant cerohez I'adulte. Cependant, ces données
ne permettent pas de pronostiquer pour tous led'eaposition a un événement
potentiellement traumatique une issue pathologigoie,un Trouble post-traumatique.
L’enfant peut toujours se remettre des séquell@sadexpérience traumatique du fait de sa
maturation et de I'interaction des différents facsede résilience (voir le modéle étiologique

de Pynoos et al. 1995, 1999).

Néanmoins, il existe une probabilité que certaasengagent dans un processus de
détérioration profonde de la personnalité et diedioas sociales (Pynoos, 1993). De ce fait,
le développement du TSPT dans I'enfance affeateretitionne la perception de la réalité
comme menacante pour l'avenir, ce qui peut s'exiger par des pensées (cognitions), des
comportements et des émotions qui entachent adaute développement de I'enfant.
Comme cela a été observé dans des groupes d’acdtdsur nature et le degré de leur
impact, les expériences traumatiques modifienetagption du monde et l'intégrité

psychologique. Ces perceptions jouent un role itapbidans I'élaboration et l'intégration de
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la représentation du monde (Janoff-Bulman, 1998panent forme aux perceptions du "soi"

(self) et de l'autre (I'altérité).

Dans son étude aupres des adolescents réfugiéedgimbs qui avaient émigrés en
Amérique, Kinzie et al. (1986) ont remarqué I'imaorce des symptémes intrusifs et
d’évitement (50% de I'échantillon souffrait du T9Pmais aussi de dépression majeure. Une
dépression prolongée a été plus frequemment olesehez les adolescents et les jeunes
adultes qui avaient été exposés a un traumatisrasiiistress multiples) et répété. De plus,
des études rétrospectives chez des adultes gétérictimes d'abus sexuels dans leur
enfance indiquent que les symptémes peuvent biesisper a I'age adulte (Beitchman et al.,
1992 ; Cahill, Llewelyn, & Pearson, 1991). La dititure actuelle sur le TSPT mentionne la
sévérité des traumatismes liés a des violencekesudes abus sexuels provenant de
personnes connues, et de parents en particulienéee, une sévérité des symptdmes est
observée dans des situations de génocide et dié@puethnique (voir Tableau 2). Il y a lieu
de noter qu’en plus de I'horreur et de la tragédid’'expérience, la victime se trouve blessée
dans tout son étre (identité, intimité). Et poenfant, 'adulte cesse d’étre une protection car
c’est de lui qu’'est venu le mal. Cette situatisha@autant plus grave s'’il s’agit des parents
car la connotation affective est beaucoup pluefqute dans les situations de désastres
naturels ou d’accidents. Dans pareils cas, les 8ymgs s’averent plus séveres et durables car
les stress sont multiples, répétés et abusifsafiectere intentionnel de I'événement
exacerbant la perception de la menace comme étgputs possible a tout moment) (Elizur
& Kaffman, 1982 ; Kinzie, Sack, Angel, Manson, &tRal1986 ; Kinzie, Sack, Angel,

Clarke, & Ben, 1989 ; Mannarino, Cohen, Smith, &dvie-Motily, 1991 ; Stuber, Nader,

Yasuda, Pynoos, Cohen, 1991).
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Les conséquences d'un traumatisme dans le jeuneeégent étre alors dévastatrices
et de longue durée, non seulement pour les enfatsatisés mais aussi pour toute la
société. Green (1985) estimait que "l'échec dansali@rise des traumatismes dans I'enfance
crée un besoin continuel et permanent de répéti Biagir & ceux-ci qui deviennent plus

importants a I'age adulte" (p.146).

D'autres études du domaine confirment cette affiongPynoos & Eth, 1986) en
estimant que I'expérience du traumatisme dansabheefest directement liée a I'abus ultérieur
de drogue, a la délinquance juvénile, et aux cotepments criminels (Burgess, Harthman, &
McCormack, 1987). Les enfants abusés peuventguiedes non-abusés, devenir par la suite

des parents abuseurs (Frederick, 1985 ; Green).1985

Enfin, la psychopathologie clinique de I'adultet #&tiat de la comorbidité du
traumatisme de I'enfance dans le développemerntrdelsles psychiatriques. Le traumatisme
dans l'enfance apparait impliqué dans la cristditia de certaines difficultés psychiatriques a

I'Age adulte en général, comme, par exemple,dables anxieux et dépressifs.

En définitive, les évidences empiriques et clingjpecédentes renseignent sur
plusieurs aspects de I'évolution et du pronostid@8&®T. D’abord le trouble peut durer des
années, ensuite les stress multiples pronostiquetrbuble sévére, enfin les enfants peuvent
se remettre du traumatisme au vu de la décroissiextaux d’'incidence des symptémes a
travers le temps. Le pronostic de la sévérité daTr&hez I'enfant et I'adolescent prend en
compte la nature de I'événement traumatique atdatsn (le changement) socio-

économiqgue apres I'expérience : les structureas;il’organisation de la communauté, le
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fonctionnement de la famille. Ces principes sai#t @n compte dans le modele étiologique

de Pynoos (1999) qui est développé par la suite.

4. Etiologie du TSPT chez I'enfant et I'adolescent

Le TSPT a cette particularité gu’il suppose, aitEaence des autres entités
pathologiques, un facteur étiologique précis aipduguel le trouble est diagnostiqué, c’est-
a-dire étre victime directe ou témoin d’'un événentieirumatique et pour lequel la réaction a
été intense (critere A du DSM IV, APA 1994). Il std aujourd’hui différents modeles
étiologiques qui tentent de comprendre les diffésréacteurs et processus impliqués dans le
développement du TSPT. Néanmoins, il faut recorsgil’il y en a tres peu spécifiguement
dans le domaine de I'enfant et de I'adolescenguigeut se justifier par I'intérét de

recherche treés récent pour ce groupe d’age.

4.1. Modéle étiologique

Il existe des modeles variés qui tentent d’apprédéete développement étiologique du
TSPT, notamment ceux issus des études faites adesesdultes traumatisés (pour un
recensement des modeles adultes, voir articlesitderBet al, 1996 ; Horowitz, 1986 ; Ehlers
& Clark, 2000). Ces modeéles, quoique présentastidgtes dans I'explication de tous les
symptdmes et I'absence des données empiriquesifieatéon de ces modeéles (Brillon et al.,
1996), permettent néanmoins d’identifier certavesables qui interagissent dans le
développement du TSPT. Tous ces modeles mentiofheles caractéristiques de
'événement (qualités imprévisibles et incontrééehlintensité, potentiel de menace a la vie),
(2) les caractéristiques pré-trauma de I'individtiycture de personnalité, bagage génétique,
vulnérabilité psychologique, style cognitif, cotdglinconscients non résolus,

conceptions/croyances fondamentales), (3) la @agst-trauma de I'individu (perception et
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interprétation de I'événement, attribution causajmrentissage conditionné, mécanismes de
défense, mode de gestion de stress) et (4) 'emvinment (contexte et support social)

(Brillon et al., 1996, p.11).

Dans la population des enfants et des adolesdestsiodéles ne sont pas nombreux.
Cependant, ceux de Fletcher (1996) et Pynoos €t389) sont d’une richesse importante car
ils combinent plusieurs aspects spécifiques auargafet adolescents. Ce faisant, ces modéles
integrent, en plus de la capacité cognitive, lgeets de I'environnement social et familial
dans le développement du trouble. Nous estimonseguedéle de Pynoos et al. (1999)
reprend et améliore celui de Fletcher (1996). Ainsus nous limitons a explorer celui-ci
sans toutefois nier la richesse du modele de Fetghi, par sa simplicité, se préte bien aux

applications cliniques.

Le modéle de Pynoos et al. (1999) présente I'e@dieldu TSPT comme une matrice
imbriquée de plusieurs facteurs directs et ind&relct traumavir Figure 1). Les réactions de
la famille, I'état de santé mentale et physiquepaents, I'exposition a d’autres traumas et
pertes importantes s’avérent étre des facteurisgleer ou de protection pour le
développement du trouble. Les changements dane ievenfant (vie familiale, sociale), les
ruptures dans la constellation familiale, I'interan du trauma et de la perte, I'urgence
d’assumer des nouvelles responsabilités, etc.aagant de stress secondaires qui sont
déterminants dans le développement du trouble I@d@ant. Comme cela est mentionné
dans les études citées précédemment, les enfantttadoaison familiale a été détruite, les
parents mutilés et/ou tués, ou dont la situatiaroséconomique de la famille s’est vite
effondrée, rapportent des taux élevés de prévaldmd@sPT (Pynoos et al, 1999, Sack et al.,

1995). Ces facteurs sont médiateurs et modéradeurauble.
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al.(1999)
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Par ailleurs, la richesse de ce modele réside ltaneortance accordée a la capacité que
peut présenter I'enfant de sortir des conséquae#sévénement traumatique. Par la
maturation, I'enfant acquiert certaines habiletdsoenpétences pour surmonter différentes
difficultés consécutives au trauma. Entre autregld@pements, I'auteur souligne le
développement cognitif, (attention, cognition/appiesage sélectifs, le sentiment d’auto-
efficacité, I'effort d’autonomie, le sens de I'awécontinuité de I'histoire), la mise en place
des mécanismes de régulation émotionnelle, le dgppement moral, les habiletés

d’intégration sociales, les interactions interparsles et intrafamiliales.

La notion de détresse déclenchée par un événeraamadtique est centrale dans le
modele de Pynoos et al. (1995, 1999). La détremsetérise toutes les manifestations
biologiques, psychologiques et comportementalgsiietonstitue les réactions de stress post-
traumatique. La reviviscence de I'événement, &tsdes images, des pensées, des
souvenirs, des odeurs, des bruits, des coulewatrspebvoque une sensation d’alerte du
danger et qui par la suite génere des perturbapioysiologiques. Cette situation angoisse
'enfant qui peut s’engager dans un processus pgimgal’évitement et d’émoussement pour
atténuer sa détresse, et éviter de faire soufiviadtage les parents. On peut par ailleurs
observer chez I'enfant des peurs inhabituellegrésasivité, des comportements régressifs
(par ex. I'énurésie) qui ttmoignent d’'une souffaddfuse. Comme cela va étre décrit par la
suite, avec la maturation, I'enfant devient progr&mment capable de reconnaitre et

d’exprimer son angoisse.

La notion de résilience occupe également une phapertante dans ce modeéle. La
résilience renvoie a la capacité dynamique présquaé'enfant de réagir a la détresse et de
fournir des efforts adaptatifs au trauma (Pynoad.ef1999). Cette capacité est la résultante

de différents facteurs intrinseques (santé meetghdysique, tempérament) et extrinseéques
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(liens et interactions familiales).Les facteurslétjiques évoqués dans ce modele font I'objet
du point suivant. Certains s’avérent étre desfastde vulnérabilité tandis que d’autres

constituent des facteurs de protection et de efsiéi.

Enfin, ce modeéle présente un intérét clinique dgdehors de I'évaluation d’'un
enfant traumatisé, ce modéle permet de passereea teute une série d’aspects non pris en
compte dans les instruments diagnostiques, maimmgas importants pour estimer
'adaptation de I'enfant. Ce modele peut servibdee pour I'entretien semi-structuré avec
'enfant et sa famille. Par ailleurs, le fait queeraodele prenne en compte non seulement les
facteurs de risque mais aussi les ressourcestetifaae résilience de I'enfant et sa famille en

font un modéle trés pertinent pour envisager utexvention aupres de I'enfant et sa famille.

4.2. Facteurs étiologiques

La Figure 1 indique gu'il existe de multiples fagte étiologiques du Trouble de stress
post-traumatique et qui peuvent étre classés endabégories. D’abord, les aspects objectifs
de I'expérience traumatique, y compris les adwésdiirectes, et des indices de rappel liés au
trauma et aux pertes subies. Ensuite, les aspdujesctifs dont I'évaluation de la menace et
les réactions face a la menace que comporte I'éwvénepour la victime et pour ses proches.
Enfin, le modéle porte une attention particuliete aomplexité des conséquences de
'événement. Un tel contexte post-trauma est sduvanmatique car il génére des sources
nouvelles d’anxiété et d’angoisse : changements tavie de I'enfant et dans le

fonctionnement de la famille et de la communauté.
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4.2.1. L’événement traumatique

La vulnérabilité au trouble de stress post-trauguatiest accrue par la sévérité de
I'exposition (Lonigan, Shannon, Taylor, Finch, &8I8a, 1994 ; Nader, Pynoos, Fairbanks, &
Frederick, 1990; Pynoos et al., 1987) et cetteideninclut des traits objectifs et subjectifs de

I'événement traumatique (critere A du DSM IV, APB9Y).

4.2.1.1. La sévérité de I'événement

La sévérité de I'’événement tient compte de somgite et de son importance dans la vie
de la victime d’'une part, et d’autre part, de sEsséquences socio-économiques directes.
Parallelement au progrés de I'étude du stressleuedte, des études auprés des enfants et
adolescents ont révélé qu'il existe des caradtfuest spécifiques a I'expérience traumatique
qui renforcent le développement et le maintientdess post-traumatique, ainsi que d'autres
réactions. Les études de Pynoos et al.(1993) et dlVilliams (1990) indiquent que la
menace directe de la vie, les blessures, le déeaghnd nombre de personnes, les
hurlements et les cris de détresse sans secour;@istituent des aspects fortement associés

au développement et au maintien du TSPT chez fasitsret les adolescents.

La littérature relative a la violence humaine meegergue d'autres caractéristiques
objectives de risque au TSPT. C’est surtout laipndg physique, le fait d’étre la cible
directe de la menace, I'imprévisibilité et la dudéd'événement, I'importance de la force
utilisée et l'usage des armes a feu et armes kdantimportance et la nature des menaces
(physique et psychologique), le fait d'étre téndinect des atrocités, la relation avec
l'assaillant et les autres victimes, l'usage desramtes physiques (privation de la nourriture,
de l'eau, ...), la violation de l'intégrité physiqle degré de la brutalité et de la malveillance

(Pynoos, Sorenson, & Steinberg, 1993).
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L'autre facteur significatif dans le développeméatTSPT, en plus de I'événement
traumatique en soi, est la séparation des enfansuds parents dans l'aprés-coup du désastre.
Les recherches prouvent qu’en plus de la sévéit&dénement traumatique, la séparation
des enfants ou I'absence du lien familial affecttmtantage ces derniers et les exposent en

conséguence a un stress post-traumatique plusesétvéontinu.

Dans des situations de guerre et de violence h@naihhorreur de I'événement
s’ajoute la détresse de la séparation et de phrtsi, I'interaction entre le stress post-
traumatique et les réactions de deuil constitueautee dimension de détresse aigué pour
I'enfant et 'adolescent (Pynoos, 1992). Les cistances de la mort d’'un membre de famille,
méme dans des situations dites de mort normaleyepé prolonger, interférer sensiblement
avec le processus de rétablissement et mainteniiaht dans un deuil continu (Clark et al.,
1994). Dans pareils cas, les circonstances traguoegtide la mort des parents, dont I'enfant
aurait été témoin, compliquent davantage le praseds deuil et sont susceptibles de

prolonger les préoccupations de I'enfant.

4.2.1.2. Lacomplexité des expériences traumatiques cheanfiests et les adolescents
L'expérience traumatique chez I'enfant et 'ad@esest d'une complexité

plus importante que chez I'adulte. Cette complaietdt au fait que I'expérience traumatique

intervient au moment ou le jeune est en plein admdment, tant au niveau physique,

psychologique que social. Dans certaines situatig&nement traumatique met en péril

tout un éventail d’éléments dont le jeune étresoivepour son processus de maturation.

Pensons aux situations extrémes qui affectentdestsres psychiques (cognitions, émotions)

et psychosociales de I'enfant.
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D'autres séquences de l'expérience traumatiqueepeagnstituer des moments
traumatiques supplémentaires, méme apres la aassitila violence ou de la menace. C'est
par exemple la présence de blessure ou le faiedBéproximité du corps d'un membre de la
famille décédé, les tentatives faites pour arrééesaigner ou les tentatives de réanimation, la
séparation brusque d'avec les membres de la fatesi@arents, 'agonie d'un membre de la

famille succédant a de la violence.

Dans leur évaluation de la menace externe, le jenfant fait confiance a la société et
aux figures d'attachement pour répondre aux sitngittritiques qui portent atteinte a sa
sécurité et a son intégrité (Krystal, 1991). Latuog de ces attentes protectrices, la violation
coercitive de l'intégrité physique et de I'autor@ipsychologique, et la destruction des
croyances en la protection par les parents soettdiment associées a une peur intense, de la
rage ou de la honte, et des comportements psyclkansdreés agités ou, inversement, a une
extréme passivité. En situation de guerre et degde, I'enfant est a haut risque car il voit

ses parents inquiets pour leur propre vie, voittabaous ses yeux.

4.2.1.3 Indices de rappel du traumatisme

Apres I'événement, il existe un éventail d'indigesrappellent inlassablement & I'enfant
I'événement traumatique. Les images mentales dmaaonstituent une source
supplémentaire de détresse et d'angoisse continaieéactivation physiologique et
psychologique de ces images conduit a la réaativgtériodique et épisodique de I'anxiété

traumatique et des comportements d'évitement.

D'autres indices sollicitent le souvenir du trausmae chez I'enfant. C'est par exemple

une blessure physique, une cicatrice ou un handicagecutif a I'’événement traumatique,
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ou encore le fait d’étre en contact avec l'auteule conspirateur de I'événement. Ces indices
de rappel défient intensément I'enfant en réadtiladétresse traumatique initiale et
exacerbent toutes les questions d’impunité, d’iigaset du sentiment d’étre victime (Pynoos

etal., 1991).

A la suite des conflits armés, il est évident sesepeuples et les pouvoirs politiques
s'adonnent a des projets de mémoire collectivéésénement. A ce titre, les
commémorations et les mémoriaux des guerres ecgissont organisées pour soutenir le
travail des mémoires individuelles et signer I'émdent dans I'histoire. Pourtant, malgré cet
effet positif, les commémorations et les mémoriaukient les séquelles et les réactions du

trauma initial.

4.2.1.4. Les stress secondaires

Les changements que provoque un événement trawaaté&yvent constituer des stress
supplémentaires pour I'enfant apres le trauma.sBess varient considérablement a la fois
avec le type du trauma (choc) et la sensibilitéaterironnement de I'enfant. La mort des
parents, et autres membres de famille, en situatoguerre, et les difficultés socio-
économigues que vit I'enfant, sont autant de stresgenforcent la détresse post-traumatique.
De cette facon, ces stress accroissent le risqaerderbidité des réactions de stress post-

traumatique initiales avec d'autres réactions agé&hles et hostiles.

On reconnait également l'impact des changemenffgaient la structure et les
valeurs sociales, I'organisation de la communautée ¢école, le fonctionnement de la
famille. La destruction et la déstructuration dedanmunauté, la perturbation et l'interruption

du lien familial, la malnutrition, les maladies,daninution de la cohésion sociale,
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I'émigration et le rapatriement résultant de larguet des désastres de grande envergure sont
directement associés a une vie de souffrance gtiviion pour I'enfant (Cicchetti, Toth, &

Lynch, 1993).

4.2.2. L’évaluation du trauma et de ses séquelles
Le deuxiéme facteur majeur qui interagit dans letippement du trouble de stress

post-traumatique est I'évaluation que la victimié da trauma et de ses séquelles.

4.2.2.1. Perception du trauma et/ou ses seéquelles

Il est admis que, contrairement aux individus geuperent naturellement, les individus
avec un TSPT persistant sont incapables de perdevibauma comme un événement limité
dans le temps et n'ayant pas de conséquencesvesggittbales pour tous les aspects de leur
vie future (Ehlers & Clark, 2000). Ces individusaent caractérisés par une évaluation
négative (idiosyncrasies particulieres) de I'évéernraumatique et/ ou de ses séquelles,
ayant comme effet commun de créer un sens persgdda menace permanente. L'individu
a tendance a généraliser le caractere traumatiliéwdnement a bien d'autres activités
normales et a considérer celles-ci comme étantaitanges. |l exagere la probabilité de
I'événement. Une telle évaluation de I'événememnéigenon seulement la peur liée a la

situation mais aussi I'évitement qui maintient paar généralisée.

Les symptomes comme les souvenirs intrusifs et ftwck, l'irritabilité et les
variations d’humeur, le trouble de concentratioféetoussement affectif sont des réactions
communes directement apres I'événement traumatquetant, du moment ou l'individu ne
reconnait pas ces réactions comme normales ppuodessus de rétablissement, il risque de

les interpréter comme étant des indications qucthangé pour le pire ou des indicateurs d'une
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menace au bien-étre physique et mental (Ehlersefi, 8095 ; Foa & Riggs, 1993; Jones &
Barlow, 1990). Une telle interprétation déclenchreatement des émotions négatives (ex.
anxiété, dépression ou colére) et engage l'indidans des stratégies de coping
dysfonctionnelles avec un effet paradoxal de resfiment du TSPT. Par exemple, les
personnes qui pensent que les souvenirs intrusitsssgnificatifs de la perte de controle de
leur conscience essaient sans relache de repamesssouvenirs loin de leur conscience.

Malheureusement, les tentatives de suppressioagisativenirs les rendent trés actifs.

De plus, les membres de la famille et les procbastses incertains quant a la
maniere appropriée de réagir par rapport a lametiu trauma et peuvent éviter de parler de
I'événement pour ne pas la blesser davantage.dhowrette attitude peut étre interprétée par
la victime comme une preuve que les autres newsgest pas d'elle, ou, pire encore, que les
autres pensent que c'était de sa faute, ou peutréérles autres réalisent qu'elle
dysfonctionne et par conséquent risquent de siédwig’elle. De telles évaluations sont
probablement susceptibles de produire des symptdm@SPT (aliénation et séparation des
autres, retrait social) et peuvent empécher lametle partager avec les autres son trauma,
une attitude qui réduirait le feedback d’autrui duminue particulierement les perceptions

négatives du sens donné a I'événement.

Enfin, la nature des réactions émotionnelles dBTT8pend largement des
évaluations particulieres de I'expérience traumagti(Beck, 1976). L’évaluation concernant
le danger renvoie a la peur ; la violation des res®t I'injustice conduisent a la colére ; des
évaluations de responsabilité dans I'événemennaigue ou dans ses conséquences
conduisent a une culpabilité ; des évaluationsediolation importante de la vie intime

conduisent a la honte ; et des évaluations relafida perte conduisent & la tristesse.
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Ce modéele cognitif serait difficilement applicallex enfants plus jeunes au vu de
leur niveau de développement cognitif. Par cotdeadolescents seraient plus susceptibles
de réagir, comme les adultes, a ces sentimentsrde,ide colére et de culpabilité par des
comportements variés et caractéristiques de lasi&r & savoir I'agressivité, l'irritabilité,
I'isolement, le sentiment de solitude, la diminuatide I'estime de soi, le sentiment de

culpabilité, le désespoir, etc.

4.2.3. Les facteurs liés a I'environnement familial etiabde I'enfant

Dans le cas d'un traumatisme, les relations eetméaht et sa famille influencent la
maniere dont celui-ci va gérer ce qu'il a vécu. lgetions des parents suite a I'événement, le
fait qu'ils puissent rassurer et soutenir I'enféambiance familiale, la vie quotidienne au sein
de la famille (c6té matériel, financier, etc.)jdtbire de la famille, etc. sont autant de facteurs
modérateurs de I'angoisse chez I'enfant. Dansdeute aupres des enfants et adolescents
bosniaques, Daniel et al. (1999) ont trouvé qdadan dont la communauté et la famille
réagissent joue généralement un réle primordias ddéveloppement du stress post-
traumatique chez I'enfant. De cette facon, |'absencla séparation d'avec les parents
constitue un facteur de risque important pour #ishfDans le cas des violences humaines
comme la guerre et le génocide, le risque estgriusd car celles-la privent I'enfant de
certains membres de sa famille (parents, fréres)anternissent aussi la perception que
I'enfant a de la communauté. Par conséquent, heaféendance a se replier davantage sur

lui-méme et se méfie de tout le monde car sa ditrés séparation est désorganisatrice.

Définissant les facteurs de risque, ’TAACAP (1998lligne que les violences faites

par I'hnomme et la sévérité du TSPT chez I'enfant positivement corrélées. La menace reste
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toujours présente car I'auteur du crime, ou sorspateur, est toujours capable de

commettre son forfait.

4.3. Facteurs meédiateurs du TSPT

La résistance et la vulnérabilité renvoient auxeiacs qui sont médiateurs et
modérateurs du stress traumatique. Un certain redibuteurs reconnaissent a I'enfant la
capacité de « rebondir » et de se rétablir desécpreices de situations difficiles de leur vie.
De tels enfants sont dits résilients (Cyrulnik, 20anus, 2001). Dans la suite de leur
modélisation, Pynoos et al. (1999) reconnaisséattant la capacité de se remettre du
traumatisme au fur et a mesure gu'il grandit (asitjons de certaines habiletés liées par
exemple au développement cognitif et émotionnetjuét bénéficie des ressources
disponibles dans son environnement familial etadotlis’agit des facteurs modérateurs du
stress traumatique. Par ailleurs, certains charshant souvent apprécié le role que jouent
certains facteurs dits médiateurs comme I'ageete de tempérament et les différences
culturelles dans le développement du TSPT. Ladteds de telles études suscitent des

controverses importantes.

4.3.1. Age et sexe

En général, les enfants sont particulierement valsiés car ils se trouvent trés
souvent impuissants et plus facilement effrayéslegi@dultes qui ont plus de ressources
physiques et de capacités cognitives et de ress®érootionnelles. Les efforts de coping des
enfants sont déterminés par les capacités progeegtiase spécifique et actuelle de leur
développement. Par exemple, la capacité a rédaftadt et a obtenir le support extra familial
s'accroit avec I'age. La phase spécifiqgue de dgwpetnent peut avoir aussi un effet sur la

fagon dont I'événement traumatique a été compiigégré (Newman, 1976). Ainsi, des
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enfants trop jeunes (en age préscolaire) ne pauypaspercevoir avec précision que leur vie
est menacée dans des situations dangereuses @ meri991) mais réagiront plutét aux
émotions et réactions de leurs parents. Par cdegrenfants en age scolaire et les adolescents
disposent déja d’'une certaine capacité pour évéamapleur de la menace et leur capacité

pour y faire face.

Le point de vue précédent ne fait pas I'unanimééalis les chercheurs. Certaines
études attribuent la sévérité de la détresse traguesa I'age de I'enfant au moment de
'exposition a I'événement traumatique comme m&diatiu développement des symptémes
du TSPT (Davidson & Smith, 1990 ; Hofman & BizmaA96). Pourtant, d’autres trouvent
des résultats inconsistants avec cette hypothemeig¢Gn et al., 1995 ; Green et al., 1991).
Ces auteurs en appellent a des recherches plusfapgiies et comparatives pour apprécier le

role que joue I'age dans le développement des §mgx du TSPT.

De méme, certaines recherches soutiennent I'hypetbélon laquelle le sexe est
médiateur du développement des symptémes du stoss$raumatique. Selon diverses
études (Brent et al., 1995 ; Garbarino & Kostell896 ; Green et al., 1991 ; Shannon et al.,
1994 ; Shaw et al., 1996), les filles développeraius de symptomes de TSPT séveres et
chroniques. Cette position n’est pas partagéegparles chercheurs (Berman, Kurtiness,
Silverman, & Serafini, 1996 ; Nader et al., 199¢9n&0s et al., 1987 ; Sack et al., 1995 ;
Shaw et al., 1995) car ils pensent que la diffézentuservée est seulement liée a la facilité

d’expression des émotions et des sentiments péiléss

Cette controverse au niveau de I'age et du sexensofacteurs médiateurs du TSPT

continue a alimenter l'intérét de certains cherchg@our produire des données empiriques
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fiables. De toute évidence, quand bien méme 'dde 2xe ne déterminent pas a priori le
cours que prend le développement des symptémeSHE&, Thous pensons que ces deux
facteurs en orientent I'intensité d’expressioraatdture des attributions faites par rapport a la

menace que comporte I'événement.

4.3.2. Types de tempérament

Il serait précoce de parler de personnalité chejeltnes enfants, mais le type de
tempérament apparait comme médiateur des symptmeSPT. Les tempéraments
prédisposés a I'évitement, au déni et au lieu de@e (locus of contrdle) externe, a l'opposé
de la capacité active a faire face et a intégegp€rience, accroissent la vulnérabilité. Dans
leurs écrits sur la résilience, Cyrulnik (2001Hainus (2001) soulignent I'importance de
’humour et de la stratégie active comme traiteptibles de favoriser la résilience. Ces
affirmations devront étre vérifiées empiriquemeant elles relévent plus de l'intuition

cliniqgue que d’études extensives.

4.3.3. Différences culturelles et ethniques

Différentes études ont évalué le role de la difiéeeculturelle et ethnique dans le
développement du TSPT et ont trouvé que ces dift@® peuvent affecter la fagon dont le
trouble se manifeste (Ahmed & Mohamad, 1996). Rample, les enfants d’origine latino-
américaine manifestent les symptdmes de TSPT e#f&mnt a ceux de aaladie de susto

qui est plus une typologie culturelle (AACAP, 1998)

5. Implications pour I'intervention
Les études longitudinales faites auprés des engamidolescents victimes des guerres et

des violences communautaires ont permis de commdimipact de la violence sur le bien-
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étre psychologique des enfants a court et a langeteCertains enfants et adolescents ont

besoin d’étre aidés pour se remettre des symptémefess post-traumatique.

5.1. Lathérapie cognitivo-comportementale

Les données cliniques issues des interventiongauj@s adultes traumatisés révélent
I'efficacité de la thérapie cognitivo-comportemdatdans 'amélioration des symptéomes du
TSPT. Il est évident que I'application d’'une tehérapie aux enfants doit étre adaptée a leur

capacité cognitive d’élaboration et d’'intégratioantale de I'événement traumatique.

L’amélioration des symptdomes du TSPT par la thérapgnitivo-comportementale
touche différents domaines car elle (1) favorigetivation de la mémoire traumatique
(accompagnée des émotions, des sensations et ppasé&intégre les traces de cette
mémoire dans la mémoire explicite ; (2) permethdihzation grace a I'exposition aux
contenus de la mémoire traumatique (par image(®) et garantit I'apprentissage de la
discrimination entre les indices de menace etpaci&é individuelle a faire face a ces
menaces (réintégration des réponses physiquesticomdies dans les souvenirs traumatiques

explicites).

Néanmoins, il est probable, gu’en fonction de I'dlgd’enfant, les enfants (a) aient
des difficultés pour comprendre la raison de I'esippon ; (b) éprouvent des difficultés a
focaliser toute leur attention sur les aspectsiigaées de I'événement pendant un temps
prolongé ; (c) et soient plus troublés en focalisamr attention sur des images traumatiques
pendant longtemps au vu de leur capacité a génexiété associee. Il est également difficile
aux jeunes enfants de contrdler les processustdsgritivés lors de la thérapie et il faut

alors utiliser des stratégies moins cognitives poadifier les croyances (Salmon & Bryant,
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2002). March, Amaya-Jackson, Murray et SchulteB@9nentionnent que la thérapie
cognitivo-comportementale fait preuve d’'un impaesiif sur les symptémes du TSPT chez
des enfants dont I'dge est compris entre 6 et $5%0n efficacité dépend davantage de la
complexification des techniques adaptées a I'agedtant (jeunes enfants ou adolescents) et

selon le type d’événement (trauma singulier ounras! répéetes).

5.2. Lathérapie familiale

Le réle de la famille dans le soutien de I'enfamtéficulté a toujours été d’'une
importance capitale (Mash & Barkeley, 1998), efadn particuliere dans le traitement du
TSPT. D’abord, il est évident que les jeunes esfantvivants d’un événement traumatique
éprouvent des difficultés pour aborder, évaluepriexer et faire face a I'expérience
traumatique. Ainsi, I'objectif de la thérapie faralé sera d’aider la famille a apporter son
soutien & I'enfant en difficulté et ceci n’est pbfsque dans la mesure ou les parents
acquiéerent des aptitudes et adoptent des attipdgzermettent a I'enfant d’exprimer les
émotions, les pensées et les sentiments liés autkganatique. Ensuite, les parents peuvent

dissuader les réponses d’évitement chez I'enfant.

Enfin, il est important d'impliquer la famille datesthérapie car, selon différents
résultats de recherche, les parents peuvent étrmémes traumatisés par I'événement et des
lors leur vécu traumatique peut interférer aveaiad#s enfants. Cette interaction parent -
enfant est trés importante a la fois pour les garenles enfants pour le rétablissement a long
terme (Kazak et al., 1997). Ceci est plus dramatiians des situations de violences
communautaires au cours desquelles toute la pipulest directement touchée. Il est donc
important que toutes les difficultés se gerenthé@mapie (réduire les symptdémes des parents et

encourager le développement du soutien familiabetal). Les preuves issues de la clinique
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des enfants montrent que les traitements impligiesnparents aboutissent a de meilleurs

résultats que ceux qui se focalisent seulemerdrdants traumatisés (Barrett, et al., 1996).

5.3. Autres interventions psychosociales

Certains événements nécessitent des interventgythpsociales variées pour
soutenir les différents efforts de I'enfant et da environnement familial pour se remettre
des séquelles du trauma. Dans des situations meas humaines, la réhabilitation de la
victime dans ses droits et le jugement du coupadmstituent un atout pour aider la victime a
sortir progressivement de cette position. D’auitnésrventions sont d’ordre socio-

économiqgue pour que I'enfant retrouve une vie nasge : vie sociale, école, ...

Les violences humaines laissent certains enfaptsetins et les plongent dans un
deuil difficile. Des interventions psychosocialesd’autres thérapies, devront aider I'enfant
et 'adolescent a faire le deuil de ses parentieestes proches sans quoi le TSPT peut s'avérer

plus séveére et persistant.

6. Conclusion

Cet article a circonscrit le concept de TSPT dassdsmensions nosographiques et
étiologiques. Nous avons montré que I'entité diatigoe du TSPT constitue une réalité
complexe qui dépasse la seule causalité linéatre B&vénement traumatique et les réactions
post-traumatiques. Ainsi, le TSPT implique a lafiei réle que joue 'événement d’une part,
notamment par sa nature et son intensité, et @gatrt, I'évaluation subjective de cet
événement par la victime, c’est-a-dire, I'évaluatite I'ampleur des conséquences,

I'attribution des causes. Cette évaluation desasmatdes conséquences est aussi tributaire
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d’un certain nombre des facteurs a la fois intigues et extrinseques a I'enfant et
'adolescent. Ce faisant, la réalité du TSPT as$ pbmplexe pour les jeunes enfants et

adolescents que pour les adultes.

En ce qui concerne les événements traumatiquaspdrait que les désastres naturels
affectent difféeremment les victimes que les vioksibumaines. Le caractere volontaire et
massif de souffrances résultant de ces dernieoagplles victimes dans un désarroi et les
bouleverse dans tous les aspects de leur vie.larsgs et les génocides ont ce caractére
destructif car ils affectent grandement les ressudont peut se servir la victime pour faire
face au trauma. Dans de tels contextes, les erdantsonfrontés a la perte des parents et
doivent apprendre a se débrouiller tout seuls. Nigmns tout seuls car ils doivent assumer
une vie sans la protection (matérielle et affedtdes parents. Et pourtant, comme cela
apparait dans le développement qui précede, leledlgarents, et de la famille en général,

dans le cours du TSPT est incommensurable.

La question de I'évaluation du TSPT a été disctaéeau niveau de I'approche que
des instruments. L’intérét de continuer les redmesadans ce domaine n’en reste pas moins
important a la fois pour comparer la prévalencérduble selon les différents types de
traumas et pour valider les différents outils séémtypes et les contextes socioculturels des
traumas. Il est aussi important de faire un diagoalfférentiel du TSPT et des autres
troubles associés a la suite des violences humdaes nos publications futures, nous
tenterons de vérifier si toutes les conséquencaghpkgiques d’'un événement traumatique,
a fortiori un génocide, sont comprises dans le THRLUS pensons particulierement au deuil

comme réaction a la perte des étres proches et.cher
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Au terme de cet article nous postulons que la ratiense de I'événement et la
séparation d’'avec les parents prédisent le dévetappt d’'un TSPT sévére. Une telle
hypothese, comme mentionné précédemment, a éf@gdrt confirmée dans diverses
situations : inondations, embuscade, accidentgjédorousse, etc. Bien que les résultats issus
de ces recherches soient pertinents, il s’aveneéassaire de poursuivre les études pour

d’autres contextes et différents types de traumas.
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Abstract

This chapter reviews the existing literature orebeement and its deleterious association
with trauma. Contrary to studies assessing PTSDgaetlseparately, the chapter emphasises the
need to consider the association of the two imtigiic bereavement. Some situations, e.g. man-
made disasters, involve both trauma and bereavei@aah double burden may exacerbate the
distress and delay or divert effective coping inlesdas well as in young children. The need for

more precision regarding traumatic grief assessr@etia and tools is stated.

KEY WORDS: children, trauma, bereavement, overlap
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Like adults, Children are confronted to losses seyhrations during their lifespan.
Losing father, mother, brothers, sisters or acqaaunes in childhood is a hard experience.
Although every loss of close relative is diffictdtcope with, some deaths seem to be more
overwhelming than others, especially when they potassively and are associated with
violence. In such instance, they are to be traumhtithis chapter we explore bereavement and
grief implications in children and adolescents. &0 expose how grief difficulties, particularly
traumatic grief, result from an association betweganma and bereavement. Finally, assessment

issues are briefly explored with more emphasisiginfactors.

1. Concepts clarification: bereavement, mourning amef g

Different concepts are used to refer to a situafoocess or reactions derived from the
loss of a close relative. Bereavement, mourninggaied each represent feature of the loss
experience (Zech, 2006).

Bereavement refers to the objective situation efltiss of a beloved one by the death, a
state or a fact of being bereaved. Yet this terasdwt explain the nature of stress neither does it
precise its adjustment process (Kasternbaum, 1997).

Bowlby (1960) defines grief as a sequence of stivestates derived from losses and
related to mourning. Grief characterizes the sa@d prolonged distress from the loss of a
relative. Bowlby’s grief model distinguishes twarits of distress reaction: protest and despair
(Weiss, 2002). Protest is marked by the preoccopati the loss, with important waves of pain,
vigilance and tension. Inversely to protest, dasigaa tendency of apparent withdrawal from
ongoing life. Wolfelt (1983) denotes how grief ip@mcess manifested by a diversity of thoughts;

emotions and behaviours rather than a specificiemstich as fear, sadness or any other. In the
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same way, Corr et al (2000) define grief as a readb loss expressed by sentiments, physical,
cognitive and behavioural responses (Worden, 1¥tpirical and clinical observations show
that grief states as function of the nature ofitiss. From this, grief associated with the losa of
spouse may differ from grief resulting from theda@s$ a child. Similarly, a child losing his/her
parent reacts in a specific way as compared tasdtdirther, loss of parent is to affect children

significantly and substitutive figures will not @rtupt distress (Weiss, 2002).

As far as mourning is concerned, different theoedtexplanations exist. Psychoanalysis
defines grief as a psychological activity resultirmgm the loss of an objet or a person (Furman,
1974). This psychological activity, usually calfeptief work”, involves a painful and gradual
separation process from beloved or deceased pallsaving starting new relationships. Solving
and closing grief work means abandoning liaisonsomrds with the deceased person. This
theoretical model explains not only the initialegan to loss but also the grief resolution
process, involving emotional regulation and adamafacceptance) to losses (Grossberg &
Crandall, 1978). Attending grief resolution alseans that the individual must understand the
signification, importance, constancy and inevit&pidf loss (Krueger, 1983). In other words, in
spite of characteristic feelings of grief such adress or anger, the individual needs to
understand that the deceased person won't be Inacthat life continues to have a sense.
Adaptation or acceptance about inexorable losstitotes what Bowlby (1960) qualifies of the

relinquishing of the objet.

Another theoretical model about grief (Klass, Sitaen & Nickman, 1996), explains how
individuals keep ties with deceased persons. pénispective differs from conceptions about

grief work as an action oriented to disengagemedtatachment abandonment, which
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constitutes the grief work purpose. In contrasdjviduals would save their attachment to the
deceased persons but under a non painful formsellgsons become positive memories that
help individuals to pass from negative emotions sertiments to positive ones. Passing through
allows individuals to recall the deceased persdahaut any perturbation or avoiding to think of

him/her.

Do children understand, as well as adults, deatlity@ If so, are they able to adjust when

parents decease?

2. Death understanding and grief in childhood

What does a child know about death? When and lo®s d child learn about it?
Innocence of childhood lets us assume that théyexldeath could be hidden or explained to a
child only later. Becker (1973) explains that aglllaive a “constant fear of death” while children
are characterized by a “total non conscience athisifear” (p. 17). If adults do not deal with or
accept their fear about death, how could they damghe reality of death with their own

children?

Evidently, every day experiences confront childi@edeath, directly or indirectly.
Furthermore, some violent situations such as wdrcammunity violence confront young
children to horrific deaths of relatives or acquanctes. But it seems that, compared to adults,

children react in other ways to what they obsemnesten to.
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2.1. Children’s process of understanding death

The most important thing to understand about disatk irreversibility, inevitability and
universality. Generally, children learn about tleahen they are 7 or 8 years old thanks to
cognitive development and every day experience @V2002). Some children could learn death
notion since infancy (Wass & Stillon, 1988) becapegs death (Yalom, 1980) or family decease
(Kane, 1979). For most of children, normal ratigdh@anking development drives to acquisition

of death meaning.

Although Piaget’s works did not consider the candion of death meaning for children,
his theories regarding children’s thinking devel@mican be adapted to this subject (Webb,
2002). Piaget’s theory underlines that deathomas not acquired during infancy. However, it
is not true that children, even in early infancyg,ret experience or react to family or
acquaintance lossesfortiori death of the mother. Child always waits for motheeturn when
she is gone (see Bowlby’s attachment theory laténis chapter). Even if, until a certain age, a
child does not clearly comprehend the reality atbeits universality and irreversibility; he/she

nevertheless knows to identify and to react to sora&s departure, especially his/her mother.

2.2. Are children able to undergo grief work?
This question is constantly asked and discussezkpgrts. Reponses concern the grief
conception as well as the theoretical framewoflgrief understanding and process depend on
knowledge (cognitive comprehension ability) aboedtth, as Krueger previously mentioned, a

positive response is not possible until puberty.
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However, Bowlby considers that it is possible tgaive sorrow and grief in babies
separated from their mothers. Analysing Robertsastidies on babies (18-24 months old)
separated from their mothers, Bowlby (1960) undedithat infants are overwhelmed like adults
by the decease of a loved person. Analyzing bateastions to mothers’ absence, Freud
attributed cries and facial expressions to anxaety evident sorrow (Webb, 2002). Clearly,
children separated from their mothers, tempordgcause of departure) or definitely (because of
death), present sadness or rage reactions anthpasgh phases described by Bowlby as
protestation, despair and detachment. Neverthetassuld be inadequate to give to this
response the interpretation given to grief work mitee child does not understand the value or
implications of loss in his/her life. Sadness,eragd desire derived from losses are grief
reactions, but they do not explain current griefkumainly because of the immaturity to
understand the loss (Webb, 2002). This hypothesitl open a semantic debate among
children’s therapists. There is non doubt abobtdsmand toddlers emotional perturbation, but it
seems impossible to attest that babies engagearr@paratory grief work which means

detachment in order to construct new relationships.

The question about grief work in children can thassemantically put under another
form. Considering grief work as the detachmentfitbhe deceased person, is the child able to do
it? The answer is no. In fact, some practitiorm@essceptic with that notion of detachment
charactering the grief work achievement. Insteadeéved children maintain bonds with their

deceased parents (Webb, 2002).

Baker, Sedney & Gross (1992) proposed another pbiview about children’s grief

work. They consider grief as a set of psychologiasks to be done through the child
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development. These authors state that detachmeat necessary for grief to happen. In fact,
children maintain their attachment to the deceasegona fortiori their parents. This plays an
important role for children’s psychological devetlognt (e.g. identification) and even during
their adulthood. This argument suggests that admldio not completely relinquish all bonds from
deceased parents and that their mental imageryimeratiached to them. Children’s detachment
happens progressively as they grow up and prepaedage in new relationships with parent’s

substitutes.

In brief, these conceptions which seem conflicang in fact complimentary. Like adults,
children are affected by the loss of a close netafparticularly a parent. Obviously, given their
cognitive abilities, adults and children differthreir way of expressing and coping with their

grief.

2.3. Children grief specificity

Researchers and practitioners interested in bedezhitiren report both differences, and
similarities between children and adults grief tears (Webb, 2002). Probably, adults may think
that young bereaved children are not affected fieistrom a loss of a close relative when
considering their cognitive development. So flais hypothesis is not defendable. Emphasizing
the argument, Wolfelt (1983, p. 20) stresses thgrief does not focus on one’s ability to
‘understand’; but instead upon one’s ability teeffeTherefore any child mature enough to love
is mature enough to grieve ». With their abilitydge and to get attached, children are able to
grieve. Denial, anger, guilt, sadness and yearoirtgceased person are felt by children and

adolescents as it is for adults.
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Child and adult’s grief may differ in some aspedtstly, children cognitive immaturity
interferes with their understanding of the dea#litg (irreversible, universal and inescapable
nature of the death). From this point, young cleildcan wait over and over again that deceased
person will come back to them. Secondly, childrameha limited ability to tolerate emotional
pain and (3) limited competencies in order to viezbaheir feelings. Given these limited
abilities, children express their feeling by thaypbr some times with behaviour problems.
Finally, children, as it is assumed for adults, 'tddivectly detach themselves from the deceased
person; rather they keep some links with the desteparent enabling their psychological

development.

3. Normal versus complicated grief

In spite of the painful and sometimes extendedreatfithe death experience, grief

constitutes a part of the normal psychological sdegprocess to the loss.

3.1. The normal bereavement
Bereavement studies among adults allowed to defbinge reactions (disturbances,
impairment) and signs (symptoms) specific to thedeement experience. Among disturbances,
there are cognitive, affective, emotional and behaal disorganizations. Bowlby (1984)
reported that the child’s bereavement experienuoe agsociated mourning tasks depend on the
degree and the quality of the attachment with #medsed. According to this theory, a child
detaches himself from the deceased person diffgractording to the type of attachment: secure

attachment, insecure attachment or non-attachment.
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3.1.1. Bowlby’s model: the attachment theory
The concept of bereavement was studied in a psyelys way from works of Freud
(1917) on the bereavement and the melanchdbeii et mélancoli®. According to this model,
the bereavement and the work that it implies comdian intrapsychic effort of disinvestment of

the self from the “lost object” and an intrapsycéitort for new objects attachment.

According to the Bowlby’s theory (1984), bonds atthchment between parents and
their children are essential for the children’sealepment and psychological well-being. Bonds
encompass the emotional investment of the parewrtls their children. Attachment reflects
the affective bonds that children develop towahdsrtparents and that determine the sense of the
self and of the environment. This theory underli(@sndividual needs of a secure attachment in
order to extend and discover individual inner and@nmental world; (2) persistent needs of
attachment throughout the lifespan; (3) negativesequences of an early break of the affective
bonds or attachments; and (4) the vital need fidd'shmental health to have a substitute able to
maintain a caring presence (closeness, assuraareg,and to accept the child’s protest to the
separation. Thereby, the loss of the attachmeutdigesult in a loss of the security that is

represented by this face and creates a sourcex@twafor the child.

In his publications &eparation Anxiety and «Grief and Mourning in Infancy and Early
Childhood», Bowlby (1959, 1960) underlined the effects @aftennal deprivation (experiment on
macaques) and concluded that it exists on one &damehportant attachment between the child
and his mother, and on the other hand the occwrehdramatic reactions of distress due to the
separation. At the same time, Bowlby (1960) regthe statement that bereaved children were

not able to grieve for their losses because tHeabdity would not be developed enough.
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Likewise, grief process and distress are not egsedfacto by the availability of a parental

substitute.

However, Bowlby’s attachment theory which is basedeparation anxiety and the loss
of the relationship (of attachment and protectisnhicomplete (Stroebe & Schut, 1999). Stroebe
findings on grief and cognitive coping mechanisimsvg that on one hand the bereaved person is
anxious due to the lost relationship (attachmemdb linkage) and on the other hand, there is a
stress consecutive to the need of life restoratibmout the deceased person. Further, it is

assumed that the recovery does not always corrdspibh precise and scalable phases.

3.1.2. The Dual process model of Coping with Bezesant
Stroebe and Schut (1999) believe that the curretdm of mourning developed from

Freud’s model is not suitable anymore to explagvinole process and all the coping strategies
after a loss. Stroebe and Schut modiek Dual process model of Coping with Bereavement
identifies, on the one hand, two kinds of stregsgland restoration stress) which the person has
to confront when bereaved, and on the other handgaitive process of oscillation between
confrontation and avoidance of the loss. Further,model rejects the unilateral process (grieving
the relationship with the deceased) and lineargapposedly characterizing mourning process
(Freud’s model). It enlarges the specter of spesifessors (loss and restoration), cognitive
strategies (confrontation and avoidance) associatttdbereavement and dynamic process of
oscillation that characterize those strategiesureid. presents the oscillation movements as

developed by Stroebe & Schut (2001).
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Figure 1 A dual process model of coping with beezagnt

3.1.2.1 The stress associated to bereavementdosss restoration
Concerning stressors that are source of griefavekindividuals are engaged in a dual

process which aims at adapting to the relation doskat the restoration, i.e. loss-and restoration-
oriented coping (Stroebe & Schut, 2001). Copindiats oriented stress implies that the
attention is more specifically centred on the deedgerson. This includes ruminations on past
life with the deceased, events and circumstanaeswsuding the death. To this reminiscence
activity are associated emotional reactions anul thieraction determines the course of grief.
Some of the emotions are overlapping, frequentlyanted and unexpected. Primarily, all those

affects are negative (anger, sadness, fear) bid develop progressively into positive affects
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(happiness and nostalgia). Loss oriented copingistin that alternation between negative and
positive affects, and confrontation and avoidaiterefore the adaptation does not presuppose
precise stages but a continuous flexibility anekgatiation between confrontation and avoidance

(Stroebe & Schut, 1999).

Restoration constitutes a second stress to bew#alivhen bereaved. Earlier models
didn’t consider this dimension as a constitutivegaiss of bereavement and thus as a stressor.
Nevertheless, it seems that at the same timehbanburner is engaged in a loss oriented
process, he/she is also confronted to the soditllde and the change in his/her social status
(Stroebe & Schut, 1999). Confronting close relateath, mourners indeed face up the grief for
the deceased but have also to adapt to the mangebkaesulting from the loss. For several
mourners, those changes are source of additiamsissincreasing the loss weight and accounting
for additional anxiety and confusion. The situatioay be more complicated if the mourner is

too young to bear the new responsibilities and ghan

3.1.2.2. Oscillation
Oscillation is the central aspect of this modetlifters from classical theories of
bereavement that postulate that mourners undegofgpand continuous steps when grieving.
Oscillation is thought to be a dynamic process ¢émaiompasses an alternation between
confrontation and avoidance of grief on one hand,the alternation between stress related to
loss and restoration on another hand. Bereavedidudils are sometimes confronted to their
loss, and sometimes they avoid their memories;atdisthemselves, or search for a relief by

thinking about new situations or other thinks.
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This cognitive process is a regulatory mechanisahdiffers from the straight-forwarded
steps of bereavement from psychoanalysis’s model€Be & Schut, 1999). That
“confrontation-avoidance” oscillation helps beredwedividuals to deliberately leave painful
aspects of the loss, to distract and do otheritieByresulting into a deliberate suppression of
pain. Thus, it differs from the psychoanalysis’sd®loaccording to which the bereaved has to
continuously confront the loss as avoidance idmdetntal. Certainly, such avoidance is reported
to be helpful as far as mourners can find emotibatdnce and resources to continue the

confrontation later.

Briefly, what is the benefit of such a model? Aating to Stroebe and Schut (1999),
oscillation is necessary for optimal and progressigcrease of stress related to loss and
restoration. Indeed, through oscillation, mourrdeside to turn away from the deceased painful
imagery and to distract him/her, and start newdigts. This model acknowledges the benefits of
oscillation, and differs from psychoanalytic thesrthat point out detrimental effects of denial
and avoidance. Nevertheless, this model is stdinagxperimental stage and thus needs to be
extended to further cases such as bereaved chadicall bereavement situations, e.g., traumas

that lead to sudden and violent deaths (Stroebel&t$ 1999).

It could be assumed that in violent situationsuftmatic bereavement) confrontation will
be more difficult as compared to natural death.geguently, traumatically bereaved individuals
tend to more avoidance. In such situation, bere&oed extremely traumatic situations will tend
compulsive avoidance instead of the more demarzbnfyontation with the loss and subsequent

emotions (Kaminer & Lavie, 1993; Stroebe & Sch@Q2).
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3.2. Complicated grief

Stroebe and Schut’s model (1999) provides a frameteounderstand the different types
of grief, that is, missing, inhibited, delayed, ardonic. As described by these authors, the
identification of a specific category of complicaigrief applies to the “loss oriented syndrome”.
In additional to the above types, grief can be aisensified and then prolonged for longer period

than usual (Bacqué, 1995).

Consistent with the models, missing (denied) ahdbited grief is associated with
restoration-oriented coping. With denial, bereavetividual refuses to accept the deceased
individual’'s absence, in order to stay in aate» world, and then refuses to confront the reality
of death. Generally, with missing or delayed grefreaved individuals show no reactions of
sadness following the death, continuing theirdifeusual, or expressing only non-descriptive
anxiety and helplessness. In contrast, in integtsifjrief, individuals seem overwhelmed by grief

reactions (anger, guilt regarding the deceased).

Another type of grief is the unachieved one. Somes, symptoms of grief (depressive
symptoms, sorrow) persist without decreasing affterusual period 12" months) (Bacqué,
1995). In some cases of lasting grief, bereavediohghls present severe depression symptoms
that seem to paralyse normal life functioning. thes cases, the individual seems to have
abandoned external signs (social, affective, améveural) of grief, but continue to live “in the
past” and think to the deceased. These unachiewekg can appear after several years, in the
form of overwhelming emotions (affective pain) athday dates and at any important life event

like wedding or additional death in the family.
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Although it is evident to realize how grief candmmplicated, the way bereavement
deviate from the normal grieving process is noaclgVith a step forward, Stroebe and Schut’s
model locates the complicated grief between gmeff tsauma, thus constituting “traumatic grief”

(Stroebe & Schut, 1999; Stroebe & Schut, 2001;ebteo Schut & Finkenauer, 2001).

3.3. The traumatic grief

Observations from psychotherapists suggest a agteforaumatic grief that is grief
complicated by a trauma surrounding sudden aneémaleath (Jacobs, 1999). Traumatic grief is
postulated to be an interaction between bereaveamehtrauma reactions (Stroebe, Schut, &
Finkenauer, 2001). The category of traumatic ggeefms to be comprehensive and with concrete
clinical implications. Firstly, the concept “trautitagrief” avoids any confusion with existing
negative terms such as pathological, neurotic,anbid grief (Bacqué, 1995). Secondly, naming
« traumatic grief » is better than “complicated™onachieved grief” whose meaning is not clear.
The concept “traumatic grief’ specifies two fundanta and different dimensions underlying the
disorder: separation distress and traumatic ds{iRaphael & Martinek, 1997). Then, following
a traumatic death, the child has to face traunsgteptoms, grief's sorrow, and an interaction

between both (Webb, 2002).

In line with the traumatic grief taxonomy, trauncafiéatures associated with violent death
increase grief reactions intensity. With that, tnatic aspects interfere with loss oriented coping
strategies (confrontation versus avoidance, osicifla For example, the traumatic re-

confrontation to the loss evokes all the violeniteat of the death that interferes with grief
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process at several points. Deceased remembraralésrie violent scene of the death. Second,
intrusive dreams can reactivate horrific scenesosmding the death and then exacerbate
psychological distress, instead of helping to resgjrief. In addition, all loss reminders, objects
and memories of the deceased, are embedded withathmeatic experience and the horror of the
death. In fact, within normal grief, the deceasexé&mory is part of the adaptive process,
reorganisation, and remission. It can elicit nicead thoughts, and leads bereaved individual to
accept and re-define new relationship with the dseed. To the contrary, following a traumatic
death, memories lead to traumatic recollectionsh sis deceased disfigurements imagery, that is

the whole traumatic context of the event.

4. Comorbidity between grief and PTSD

Some situations can lead simultaneously to grizéttens and post-traumatic stress
disorder symptoms. What are the differences andssitres between grief and PTSD? Stroebe et
al. (2001) point out differences between both,disb an evident co-morbidity (Stroebe, Schut,

& Finkenauer, 2001)

4.1. Grief and PTSD are different from each other
Differences between PTSD and grief can rely ortytpe of event (its nature, intensity,
and impact) and the subsequent symptoms (physicgpsychological reactions) depending on

the event (Stroebe, Schut, & Finkenauer, 2001).
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4.1.1. Type of events
What are the types of event that should cause Parfsilbr a grief? Exposure to traumatic
events has been reported as risky factor of dewegdpl SD. Traumatic events are involving life
threat, death event that is as compromising toopaissafety or that of friends, associates, or

family (DSM 1V, APA 1994). Chapter one developediigtails PTSD diagnostic criteria;

Grief is related to loss, not necessarily violehia close relative (partner, child, and
parent). However, certain situations can includi b@uma and loss, and these are for example
accidents, war events and human violence. In additito the traumatic context of the death, the
amount of losses following mass killings is chafjierg to deal with. In such cases, co-morbidity
between trauma and grief is evident. From thistpdine diagnosis of the grief distress should
include the traumatic shock related to the grotesmreumstances of the loss (Stroebe, Schut, &

Finkenauer, 2001).

In sum, a traumatic event can appear without angadvement. Likewise, some
bereavement situations are natural and don'’t irvalrcessarily violent circumstances.
Therefore, grief can be diagnosed separately withOPdepending on the aetiological events.
However, other events may include both diagnoses)ead to a third category of “traumatic
grief”. In such cases, a differential diagnosis twalse made, and the co-morbidity between

processes responsible for both PTSD and griefdbs fanalyzed.

4.1.2. Extreme responses
Based on the above vent type’s explanation, theeirs@bems to be simple. However, it is

more complex when we consider factors that detegrtiie extreme impact of stress (Stroebe,
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Schut, & Finkenauer, 2001). About trauma, thisiieatly linked with the importance of the

event (e.g., the most important is the level ofesxe severity; the most severe is the impact on
the individual). As far as grief is concerned, teacintensity depends on the importance and the
type of relation with the deceased (importancendfsl, attachment, and dependence). Similarly,
in traumatic grief, the reaction will be functiohtbe interaction between trauma and grief. The
key question is whether it is the addition of syompg or an intensification of common symptoms
between both. Nader (1997) strongly defends theplaigt. For example, deceased-oriented
thoughts can lead to traumatic memories/intrusiand,traumatic aspects of the death can
complicate grief process (avoidance and diffictdtyonfront memories of the deceased because

they elicit a trauma associated with death circamsts).

4.1.3. Psychological functioning
Grief, as well as trauma, induces psychological@mgsical symptoms in most people.
However, responses patterns differ in both typdgeoéxperiences (Horowitz, 1986; Stroebe &

Stroebe, 1987; Nader, 1997; Raphael & Martinek,7).99

Reactions following a traumatic event are descridethe “stress response syndrome”:
the most dominant component is “intrusions versusdance” (Horowitz, 1986). In contrast,
grief reactions — sorrow — include a variety of ¢iomal, cognitive, and behavioural
manifestations of sadness (Stroebe et al., 20@ailing grief, avoidance is less present. To
the contrary, we can observe symptoms of yearnhegdesire to find and speak to the
disappeared). However, in some situations, co-rdagbbetween bereavement and trauma can

be observed leading thus to grief and PTSD embgddin
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4.2. Grief and PTSD embedding

Psychological processes and reactions to traumedtith are related to trauma (stress
response syndrome) and grief. It is also evideait reactions to the first (trauma) could interfere
with those of the second (grief). In such situadidraumatically bereaved individuals seem to be
confronted against albuble psychological burdéim facing the two psychological processes
(Raphael and Martinek, 1997). In line with this #uthors note that the content of intrusions,
memories and worries are different in the two typiesxperiences (see Table 3). While trauma
intrusions are related to the event scene; thefoaresed on the loss of a relative in case of grief
Moreover, in the first situation (trauma), anxietyelated to an experienced threat and trauma
reminders, while in the second (grief) anxiety ref® the distress of separation associated with

the loss (Raphael& Martinek, 1997).

Further, trauma victims attempt to avoid traumainel®rs and emotions, and tend to
isolate themselves from others. In non-traumatredeement, it is observed that bereaved
individuals try to find loss reminders and expresshare their loss experience. With regard to
arousal, this cluster of symptoms is reported ith lexperiences, but the orientation differs. In
PSTD, victims are hypervigilant in anticipating raer, attempting to prevent or avoid any threat
or trauma reminders, yielding important anxietyt tiegsults in sleep and concentration
disturbances. On the other hand, in grief casemaed express desire and nostalgia about the
deceased,; this being the reason why bereaved dhudilg are aroused and searching for the

deceased or loss reminders.
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In-depth studies and clinical observations eviddrtbat trauma and bereavement
reactions overlap and are embedded in the situafigiolent death (Raphael& Martinek, 1997,
Stroebe, Schut, & Finkenauer, 2001). The overldwéen grief and traumatic reactions include
intrusive memories and reminiscences, dreams aeg giroblems, as well as concentration and
attention impairments and anxiety. Simpson (1%®&fes that, from a clinical point of view,
important distress and functioning damage are #atjin bereavement (non-traumatic) and
trauma, and the distress duration seem to be simAleke, the author notes other common
aspects between non-bereavement trauma and nonattialbereavement like guilty and shame,
self-destructive intents, interpersonal functionfhgstility), constant changes in value and belief

systems.

5. Traumatic grief assessment

Assuming an overlap between trauma and grief irspibedefine precisely the new category
of traumatic grief including risk factors, assesstr@iteria and tools. With regard to assessment
criteria and tools, ongoing research agrees orogppte criteria and tools to capture traumatic
grief symptoms. Like PTSD assessment, traumatef griteria resemble partly on those of post-
traumatic syndrome. Despite these similaritiesjrtvatic grief criteria differ partly in their
content and include yearning and searching symptbatsare specific to grief (Jacobs, 1999;

Stroebe et al., 2000).

Actually, grief manifestations could acquire diffat forms and their duration is variable
depending on individual factors, as well as cultaomditions or decease circumstances (Webb,

2002). A literature revue lists some factors tlmtld complicate grief. These factors include
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bereaved individual characteristics (age, charaliterstyle and coping), decease circumstances
(violent death, chronic illness) and those assedi& familiar and environmental context (Webb,

2000; Zech, 2006).

5.1. Individual factors

Taking into consideration childhood, age at pacenelative death, coping strategies,
character, and previous experiences of grief aportant factors affecting grieving process. As
mentioned earlier, cognitive capacity to compreheeath reality is mostly related to age. In
adulthood, personality, gender and coping strategy also intervene in the bereavement

outcome.

5.2. Factors related to death circumstances

Death nature (sudden and tragic), proximity witbedesed person (to be present in death
moment) and accomplishment or not of funeral rguahkctions to child grief are also important
factors related to circumstances that must be deddwon assessment of grief.

Depending on the age, children are sensitive tdeudragic or stigma conditions
associated with parent death. For having witnesssént death, children learn about sorrow,
suffering, violence and trauma (horror) relateth® death (Webb, 2002). In that situation, they
are afraid, fearing for their life, as well as thelatives, and can develop post-traumatic
symptoms that in turn interfere on grief proceds (& Pynoos, 1985). Thus, efforts to cope with
traumatic anxiety jeopardize grief process, antligighcrease the likelihood of pathological

grief response.
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5.3. Family, community and cultural factors

Child’s family and social environment (school, pegroups, and community in general)
are simultaneously grief protective and risk fagt@rormal or complicated). Secure and
supportive family ties are helpful in ensuring lzemed children with a guaranty that relatives

would care about their needs of protection andchaeseds satisfaction.

The situation may be more complicated when deatkeshe entire family like it is in
warzones. When death brings to family disarray, rmorthal family functions broken, children
are likely to engage in complicated grief. Giveatthll parents and capable relatives are killed,
surviving young children frequently play the roletleeir deceased parents to take care of their
younger siblings. That early adult responsibilityglahe insecure family setting are of deleterious
consequence on these bereaved children (Hetu, .1989)

Further, mourning is also a social matter. Eaclespbas proper rituals to overcome
death experience in recognizing the loss and brqngupport to bereaved individuals. Like
adults, children may benefit from these social ficas, like attending deceased farewell
ceremonies, being offered condolence, visitinggitaeve, etc. Bereavement researchers and
practitioners stress that these rituals are of theddenefits for both bereaved children and adults
(Webb, 2002). In that way, indecent death and raxdtgring appropriate funeral rituals is of

detrimental consequences.

Briefly, the assessment of traumatic grief is belisgussed nowadays by a growing
number of researchers (Stroebe, M. et al., 200@eRon & Jacobs, 2001; Jacobs, 1999).

Nevertheless, most studies are concentrated otsg@utiow/widowers, grieving parents) but
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not on children, on the one hand, or assessing Faréyrief reactions separately, on the other

hand.

6. Conclusion

This chapter overviewed the literature on bereaverard stressed the association of
trauma and grief resulting in complicated griefn€istent with existing data, it is evidenced that
violent death, differently from natural death, ¢daad to complicated grief with regard to the
tragic circumstances surrounding the death scefless. reality is thought to be more delicate for
young people traumatically bereaved by losing thgth parents and especially those lacking
adult substitute. In addition to the age interfgnvith the cognitive ability to understand the
death reality, the young people traumatically beeelaare confronted both to PTSD and grief
impairments. The interface of the two difficultiesacerbates psychological distress resulting

from the traumatic death.

Future studies should precise the nature of thertaaand grief association. This implies
specific taxonomy of traumatic bereavement resppasd appropriate assessment tools. With
regard to clinical interventions, traumatically éaved individuals should be treated first on their

PTSD symptoms to engage in grieving process.
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Abstract

This study examines the prevalence of PTSD symptomtng child and adolescent
survivors of the 1994 genocide in Rwanda. The sarophsists of 232 secondary school students
(56.9% boys) who were between 1 and 18 years dhitaime of the genocide @yt= 7.97, SD=
3.23). The sampling procedure excluded those whe Wern after the genocide and the children
and adolescents of the 1959 returnees from neighitgpoountries. Besides demographic
information including age, gender, and current farsituation (children and adolescents living
with one of the parents: 40.1%, N=93; orphans stedbfamilies: N=18.5%, N=43; and Child-
headed households (CHH): 40.5%, N=94), other measuacluded the Traumatic Exposure
Checklist and the UCLA PTSD Reaction Index for D&M IV (Adolescent version). Results
indicate that 71.5% of the sample met all the DSMiiteria for a PTSD diagnosis twelve years
after the genocide. Contrary to age and genderDRir8valence is associated with current
family situation. Most of those presenting PTSDgdiasis are CHH (48.2%, n=166). With regard
to prediction, results contrast with the well efsled PTSD prediction by the objective features
of the traumatic event (17% of the variance exgdihy the model). It could be postulated that a
large part of unexplained variance refers to inggrpf additional factors and psychological

mechanisms.

KEY WORDS: child, adolescents, PTSD, genocide, Rlgan
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During the second half of the 20th century, degpiéehope after the Holocaust that such
horrors would not be repeated and thiever Again”commitment of all nations; there has been
mass violence within and between countries or ggaiffering in ethnicity, religion, political
ideology and agenda, and power or privilege. Thellef violence in many of these cases has
been intense, for example in the former Yugoslasral.anka, Rwanda and elsewhere (Staub,

Pearlman, Gubin, & Hagengimana, 2005).

In 1994, Rwanda experienced an unprecedant genwcwdeich over a million Tutsis
were killed by the extremist Hutu regime. A sevéatesmodel of the long process of
dehumanization that occurs in mass-scale genosiggsas the Holocaust was documented by
Mukimbiri (2005). “These stages are : (i) definition of the targetugrp(ii) registration of the
victims; (iii) designation of the victims; (iv) festions and confiscation of goods; (v) exclusion;
(vi) systematic isolation; (vii) mass exterminatigp.1). In addition to the killings that
characterized the genocide, mostly machete, ragp@threr forms of violence and torture were
committed against women. Quoting a 1996 reportieyldN Special Rapporteur, Human Rights
Watch (2004) reported that about 250.000 womengahglwere raped and sexually tortured.
Gender-based violence and sexual torture includéididual rape; gang-rape; rape with sticks,
guns or other objects; sexual enslavement, ; foncadiage; forced labor; and sexual mutilation.
The perpetrators of this government-organized wicgdeincluded members of the military, young
men organized into paramilitary groups (such asr&ttamwe militias and Hutu power groups),
and ordinary people including neighbours and eaanilff members in mixed families (Staub et

al., 2005).
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As an aftermath of the genocide, Rwanda has ay@rgg population that includes
important groups of orphans and vulnerable childvlo lost their parents in the genocide. Data
from the last census of the population in Rwandd(&ary 2005) revealed that of a population of
8,128,553 inhabitants, 1,267,057 are orphans {bfgher, mother, or both parents).
Approximately 1 child out of 5 lost his/her fathérchild out of 25 lost his/her mother, 1 child
out of 25 lost both parents, and 1 child out ofdl8@s not know whether his/her parents are still
alive. The same figures showed that of 1,757,486ary households counted by the census,
15,052 households are headed by children of less1B years old; these households are called
Child-Headed Households (CHH). These CHH are mdstgded by boys (62.2%), with only
about a third of them (32.8%) headed by girls. ienomenon is relatively unique and new
since children who lost both parents were placateuthe responsibility of extended family
members in the past. However, as a result of tihebeu of adults who perished in the genocide,

this sort of care is nearly impossible. Entire fiiasiwere destroyed.

In comparison with natural disasters, it is assuthatlthe impact of man-made
catastrophes is enormous and deleterious for titiend, especially for childre©hildren’s
immature ability (cognitive, affective, and sodrgkegration) to comprehend the immediate and
long-term effect of the event exposed to, their ioyjumies and exposure to harrowing events,
traumatized or injured parents, loss of loved omis;uption of daily routines and frightening
images in the media make them among the most ablleemembers of affected communities
(Balaban, 2006). Current evidence is consisterit thié assumption that traumatic events differ
in nature and intensity, some being more overwhajntihan others. In her distinction, Terr
(1979) separates two types of events : Type | aqed Tl. Events classified under Type | are

sudden and short in duration with typical symptofosgxample the fear after an accident is
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solely related to the accident and events of theedand. In this category are things such as
natural disasters and motor vehicle accidents.eTypomprises prolonged and repeated events
where the perceived intention to harm of a thirdype crucial and central. All human-made
disasters and violence such as domestic violeeseas abuse and rape, war, ethnic cleansing
and genocide are considered Type Il traumas. B®ipgsed to these kinds of events may lead
to a wide range of psychiatric and cognitive efedihe most pathological of these is Post-
traumatic Stress Disorder (PTSD) (Cohen et al.81L98tudies investigating and assessing the
prevalence of PTSD estimated high rates of sevatechronic symptoms among children and

adolescents exposed to war and human violence @\ial., 1995).

Likewise, the psychological impact of the genodid&wanda might be complex and
lasting in that it profoundly frustrated the baserds of these young adolescents: safety and
security, guardianship and attachment, identityag of understanding the world, and
spirituality. In a literature review, it is notewby that studies aiming at assessing and following-
up psychological outcomes of the Rwandan genocaigl@lanost non-existent and rudimentary;
only few articles were retrieved usigmdnoteresearch software (Bolton, 2001; Dyregrov,
Gupta, Gjestad, & Mukanoheli, 2000; Pham, Weinst&ihongman, 2004). In the population of
children and adolescents, rare published studieady show the precariousness of the mental
health of Rwandan children who were confrontecheottaumatic events in Rwanda. With a
sample size of 133 children, aged between 9 angai&, Sydor & Philippot (1996) estimated
that 24.1 % of these children meet all the diagoasiteria of the PTSD according to the DSM-
IV (APA, 1994), in the months following the genoeidlhree years later, in her follow-up report
with the Rwandan children victim of the 1994 gedeciGupta (1999) observed the importance

of cognitive intrusions (81%) and emotional dissré&3%) associated with the events
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experienced by these children during the geno&Gdmerally, the data from this study showed
that children continually had harmful and overwhigignintrusive images, thoughts, and feelings
two years after the events in spite of their effordt to think about these events anymore. In
terms of the symptoms of avoidance, the study eséichthat 70% the children preferred to very
often avoid any reminder of the genocide and 64%@in preferred not to talk about it (recall).
With a total sample of 3030 children aged betwean®19 years, Dyregrov et al. (2000)
compared children living in the community to thdiseng in orphanages after the genocide. They
found that children living in the community pressshivery high rates of the symptoms of

intrusion and increased physiological arousal caegbéo children living in orphanages.

This brief review demonstrates the atrociousnesseofienocide on its victims and some
evidence for its long lasting psychological conssges. Such data also highlight the need for a
follow-up study to monitor the development of thieegeffects of the genocide. In Rwanda, there
are nowadays some indications that the psycholbgicands of the genocide are still crucial and
overwhelming for the survivors. Several schoolsfacing the phenomenon of collective
emotional outburst, known in Rwanda as collectre@iina, especially during the national
mourning week, leading some of these institutianslése. As well, the rare clinical settings
available, like the Center for Psychosocial Comsglof the Ministry of Health, are reporting an
increased number of patients seeking psycholotieatment and of suicide among young
survivors. The objectives of this study are to as¢&) the prevalence of posttraumatic stress
disorder (PTSD) symptoms and (2) the predictive groo¥ the level of traumatic exposure
among Rwandan children and adolescents who surtovéte genocide twelve years ago. We
hypothesized that traumas from the genocide preeidistent PTSD. It was also expected that

PTSD prevalence is a function of age, gender amdyasituation.
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1. Method

1.1. Population and sample

This study targeted children and adolescents whe exposed to genocide in Rwanda.
All participants were randomly recruited from treegndary schools @ollege Imena de
RunyinyaEcole Agri-Vétérinaire Couturésroupe scolaire des Parents Butaaed the non-
governmental organization (NGQ)YISENGA N'MANZIIn addition to sociodemographic
information (age, gender and family situation) tigggants were assessed on their trauma

exposure and resulting PTSD prevalence.

Inclusion criteria comprise being aged between Ydat's and having lived in Rwanda at
the time of genocide. Given the nationwide scopihefgenocide, all children who were living in
Rwanda during the genocide were assumed to havedieetly exposed to the horrific events of
the genocide. Furthermore, the genocide being pilyrfacused on Tutsis as the targeted social
group, we assumed that Tutsi children and adolésedm survived to the genocide were more
vulnerable than others to a psychopathologicalaut Thus, only Tutsi survivors were
considered in this research project. In line with assumption of direct traumatic exposure, all
participants were born before 1994 and were in Rlaaituring the genocide. To fulfill these
criteria, participants were recruited through tHeRIG (Association des Eléves Rescapés du
Génocide [association of the students survivoth®fgenocide]) sections operating in the above-
mentioned secondary schools and NGO. Participaats teld that their participation was

voluntary and that they could stop at any timééyt felt too uncomfortable to continue the task.
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1.2. Research team assistants

In order to contact as many participants as passibsearch assistants were recruited to
collect the data. Two students completing theirligdar's degree in Clinical Psychology at the
National University of Rwanda were hired for thekaResearch assistants were briefed on the
content of the measurement tools and the questi@administration procedure. Training
sessions were organized and aimed at discussing sdenview practice precautions, especially
when working with vulnerable children and adolessellost importantly, since they themselves
were survivors and thus affected by the genocltesd training sessions were also oriented to
prevent any interference of the assistants’ owrea&pce of the genocide to the data collection
process. Additional debriefing sessions were omghafter each data collection session and in
any instance in which they were needed. The psggdgilfrom the organization working with
the CHH was also involved in the process of dali@cting from children cared for by the

association.

1.3. Procedure

Prior to data collection, contacts and meetingseveeganized with the Heads of schools
and coordinators of the association working wighhans and vulnerable children, especially
CHH. These preliminary contacts were oriented l@age the objectives of the research and to
involve the caretaker’s association and schoolaiites in the research process. These meetings
immediately revealed that school leaders were faciacial mental health problems of the
students exhibiting emotional and behavioral pnoislesuch as poor school attendance and
performance, alcohol and drug abuse as well asaexa@ses of antisocial behavior among

students.
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Moreover, in pre-testing the protocol with survisdiving in Belgium, we found that the
administration of the questionnaire is painful &tcipants as it involves recalling traumatic
events. With regard to the specific group vulndighiand consistent with the ethical principles
of informed consent and harm avoidance, progresgsipesure to the recollection of events was
adopted : an average of two to three hours predimisessions were organized to explain the
purpose and procedure of the study. Furthermorécipants were briefed on basic trauma
psychoeducation to enable them to deal with emstibat could be induced by the assessment.
At the end of this process, participants were foeeegister for the study or not. From the 250

survivors initially contacted, 239 accepted to tpket in the study (95.6 %).

The administration of the questionnaire followestandard procedure: (1) welcoming the
participants, (2) reviewing the purpose and thecatbjes of the study, (3) explaining the
guestionnaires rating scales, (4) distributing esmf the questionnaire packets and getting them
completed, and (5) thanking participants for tipairticipation followed by a short debriefing.
Questionnaires were completed while researchers preisent to create a supportive presence
and to be proactive in dealing with emotional oustsiduring the session. All participants were
interviewed individually at their respective schoolassociation and the interview was in
Kinyarwanda to ensure accurate understanding ofjtlestions. The research team assistants
were instructed to offer more attention and ematigupport to any participant who appeared
excessively distressed by the task. All participamere also told that if they felt uncomfortable at
any point of the assessment they could stop withauing given any explanation. Seven
individuals stopped their questionnaire complebesause of being aroused by the exercise.
They reported important anxiety as they were reesgepcing the genocide and intrusive

recollections, extreme grief when recalling the bemand nature of the relatives. Appropriate
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medical treatment was offered by the University pitad to those who required it. In total, 232

participants completed the entire protocol.

1.4. Measures and instruments

The selection of instruments relied on the effestass of the instruments developed and
used previously in Rwanda (Dyregrov et al, 200@) an the psychometric properties ascertained
by a literature review (Balaban, 2006). Thus, teas the level of traumatic exposure and the
presence of PTSD symptoms, the traumas checkbgttad by Dyregrov et al. (2000) and the
UCLA PTSD index, adolescent version (Pynoos etl&l98) were translated from English to
Kinyarwanda (participants’ maternal language). Dgraphic information was also collected for
further statistical analysis: age during and aftergenocide, gender, and family situation
(children living with one of their parents, orphdiveng in foster family, or child-headed

household).

1.4.1. Traumatic exposure checklist

The traumatic exposure assessment relied on the PSMPA, 1994) criteria for PTSD
diagnosis, criteria A(1), stating that a traumatient is the one in whiclitfe person
experienced, witnessed, or was confronted withvamts or events actual or threatened death or

serious injury, or a threat to the physical intagrof self or others

Consistent with that criterion, th&faumatic Exposure checkligDyregrov et al., 2000)
served to assess the genocide traumatic histasyrahformants. It consists of a 41-item

questionnaireq= .76) with a “Yes” or “No” dichotomous scale evaling the extent of



Chapter 3 PTSD prevalence and prediction anagiadescents survivors of genocide in Rwanda 102

traumatic exposure. The questions were labellddlisvs: “During the genocide perpetrated in
Rwanda in 1994, people experienced one or morestreand traumatic events. Among the
events listed hereafter, you may have experiencedomore of them. We are asking you to
choose “Yes” for an event you experienced and “Nar’the one you didn’t experience. In case
you experienced any other event which is not ostiggested list, don’t hesitate to chose
“Other” and describe the additional evehiThe questionnaire includes items assessingreifite
types of traumatic events and distinguishes betwedant events inflicted to the relatives and
witnessed by the child (1 “exposure to violenceiteBns,a= .82), violence inflicted to the child
and threatening him/her with death (“threat of @yirb items,a= .54), and relatives killed
during the genocide (“loss of family members”, éniis,a= .62). For further statistical analysis,

three indexes were created by summing the numbevesfts experiences in each category.

1.4.2. UCLA PTSD Reaction Index for DSM IV

The UCLA PTSD index (Pynoos, Rodriguez, Steinb8tgber, & Frederick, 1998) is a
brief screening instrument that assesses the ttauegosure and the presence of DSM IV
PTSD symptoms. The instrument comprises threeossadapted to various age groups:
children (aged from 7 to 12 years) and adolesqdtyears and older), and an adult version.
This study used the adolescent version. Beingiagdwersion of the widely used Child PTSD
Reaction (CPTSD-RI; Nader et al., 1990), the UCLIFSP index is recognized to be appropriate
for evaluating children and adolescents acrosda wariety of disasters and emergency
contexts, with an ability to capture both a histofgyraumatic exposure and symptoms consistent

with PTSD (Balaban, 2006; Strand, Sarmiento, & Bakx 2005).
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Two sections of the UCLA PTSD index (Adolescentsi@n) were translated into the
native language of the participants (Kinyarwanda) were used to screen the DSM IV Criterion
A (subjective experience during or just after ttaiatic event including intense fear,
helplessness, horror, and agitated or disorgatieedviour) and the frequency of the PTSD
symptoms (Criteria B, C, D). The first section (8&qtions) was about the respondents’ feelings
“during or right after the bad thing that happefiethe respondents were asked to answer by
“Yes, “No’ or “Don’'t know depending on their facility in recalling the evethey were

exposed to during the genocide.

The second section contains 25 questions rateddgooant Likert scale including 0=
none of the times means not at all (in the pastth)pa= little of the time means abouwb
times (in the past month); 2=some of the times meamaiatonce a week(in the past month);
3=much of the time meanswo or three days of a weefin the past month); 4=most of the time
means almost every day(in the past month). The questionnaire compris&as assessing
symptoms of (a) intrusiornE.62, 7 items), (b) avoidanca.70, 7 items), (c) arousak€.69, 5
items), and (d) PTSD associated featuees {3, 8 items). This last component involves the
feeling of trauma-guilt, a sense of re-experienthmgtrauma that differs from a flashback,

feelings of solitude and emptiness, etc.

Two types of PTSD scores were calculated from @aadx. An overall PTSD severity
score was calculated by summing scores of all quressthat corresponded to the DSM-IV PTSD
symptoms. In addition, three separate PTSD sevauibgcores were calculated for criterion B, C,

and D symptoms by summing scores of all questiseessing the symptoms belonging to each
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category. The psychometric properties of the UCIOASP Kinyarwanda version were good: the
internal consistency observed in this study.85, 17 items) does not differ from the ones

observed in other studies (Balaban, 2006).

2. Results

2.1. Socio-demographic characteristics of the sample

Roughly 12 years after the genocide, a sample »ichddren and adolescent survivors of
the genocide (56.9% boys), aged between 1 andd y&1=7.97, SD=3.23) at the time of the
genocide (50.7% seven years old and above), respdnd package of questionnaires assessing
traumatic exposure and associated PTSD symptonggréiag their family situation, the sample
comprised (a) children and adolescents living witle parent, the other having been murdered
during the genocide (N=93, 40.1%), orphans livinthwa foster family (N=43, 18.5%) and child-

headed households (CHH; N=94, 40.5%).

2.2. Traumatic exposure

Data from this study reveal that children and astm@ts who survived from the genocide
in Rwanda experienced multiple traumatic eventg (Bsble 1). According to the nature of the
events exposed to, traumatic events were groupiedhree categories namely (1) exposure
violence, (2) threat of dying and (3) loss of reles. For further analysis, mean scores are
calculated by summing items related to each caye@wrrelation and comparing means analysis
(independent-test, ANOVA) were computed to preBi€ED prevalence over traumatic exposure

variables.
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Table 1

Experienced Traumatic Events during the 1994 geteoirti Rwanda (N=232)

Type of traumatic events Frequencies %

(YES answere()

Do you remember your experience of genocide? 224 .6 96

Exposure/Witness of violence

Torture of parents and relatives 186 82.7
Death/murder of parents/relatives 189 84
Killings with machetesa(me blanchg 206 88.8
Gun fire and rifle firing (fusillades) 169 72.8
Rape and sexual violence 144 62.1
Raping and sexual violence against relative 75 32.3
Parent 31 13.4
Sister/brother 23 909.
Others (aunt, cogsiic) 16 6.9
Mass killings (in churches and public pkce 176 75.9
Dead /mutilated/wounded bodies 184 79.3
Beating and moaning of close relatives 150 64.7
Children participating in the massacres 157 67.7
Dogs eating/devouring dead bodies 174 75
Looting and family property destruction 179 77.2
Other malicious acts and behaviours 162 .869

Threat of dying

Beating and wounds 80 34.5
Torture and humiliation 136 58.6
Forcing to kill and/or torturing a relative 35 15.1
Terror and threatening to death 180 77.6
Rape and sexual violence 20 8.6

- raped by a known pers 14 6
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Table 1Continued

Type of traumatic events Frequencies %
(YES answere()

Looses of family members /bereavement

Have you lost any relative due to genocide? 227 8 97.
Father 174 75.0
Mother 130 56.0
Brothers and sisters 195 84.1
Aunts/uncles 198 85.3
Cousins 188 81.0
Grand father/mother 129 55.5
Others 101 43.5

How did you learn about the death of your relati®¥es

Being with them when murdered/killed 122 ®h2.
Discovering the dead bodies from my hidifarp 75 32.3
Learning from other relatives and friends 91 39.2
National ceremonies (exhumation and bufisictims) 96 41.4
GACACA testimonies 74 31.9
The lack of evidence that they are still aliv 83 35.8
Other means 27 11.6

2.2.1. Exposure to violence

As presented in Table 1, exposure to violence kbiecluded items related to
witnessing violence like mass killing, torture @adl versus mutilated corpses. The social context
of the genocide renders its experience overwhelranthe surviving children and adolescents in

being exposed to strong sensory impressions (viauditory, olfactory) of the genocide.
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Correlation analysis tested the association of sxpeoto violence, as dependent, and
sociodemographic variables. Contrary to genderfamily situation, the exposure to violence is
positively associated with ag€227)=.32, p<.001. Given that data are collectesl\teryears
later, the interpretation of this statistic shobé&lmade with caution. Probably, that finding is
congruent with the assumption that participantaltébe traumatic events they witnessed as
function of their age. Meaning that those who ameyoung recall less memories of the violence

they witnessed.

2.2.2. Threat of dying

Additionally to the violence witnessed, participamtere directly victimized and
threatened to death. Like adults, children andesbants were also exposed to terrible violence
and threatened to death by the killers. Genocidsgh#efined as a total or partial elimination of
an ethnic, racial, or religious group, and thedwtand resolve to decimate the entire group; its
perpetrators didn’t shield even young children.itAsan be read in Table 1, young individuals
were submitted to severe threat including tortbest, even rape and sexual abuse by a known

adult.

Comparing the amount of threats of dying to soaiodgraphic variables, unlike gender
(t(230)=1.35p>.05), threat of dying is associated with age amdent family situation,
r(227)=.20,p<.01 and~(2,227)=10.31p<.001. Children and adolescents heading households
(CHH), M=2.37, SD=1.95, were more greatly harmedamparison with orphans living in foster
families, M=1.70, SD=.83, and those remaining waitie of their parents (generally their

mother), M=1.63, SD=.99.
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2.2.3. Loss of family members

The third category of the traumatic exposure evallizvas the loss of family members as
a result from of the genocide. Responding to thestjan “Did you loose any relative as the fact
of the genocide”, “Yes” response frequency demanssrthat most of the respondents have lost
at least one of their family members (97.8%). Antafrilosses ANOVA demonstrates that the
number of relatives killed during the genocideiggmgicantly associated with current family
situation,F(2,227)=18.57p<.001. CHH seem to be massively bereaved, [M=5b%1.41], as
compared to survivors living with one their paresusl orphans in foster family,
M=4.18(SD=1.67), M=5.16(SD=1.55), respectively. Hwer, CHH and orphans in foster

families don’t differ on their total number of l@ssencountered(135)=-1.40>.05.

2.3. PTSD symptoms prevalence rate
2.3.1. Descriptive statistics

Means (M), standard deviations (SD), and Cronbaalpkas traumatic exposure
(predictor variable) and PTSD indices (dependemt)paesented in Table 2. All participants
(N=232) were exposed to one or more traumatic ev@niteria A of DSM-IV PTSD). Further,

mean score on PTSD scale indicates how intengeos$téraumatic symptoms are.

2.3.2. PTSD prevalence rate

Estimating PTSD prevalence rate, analysis detemnivieether participants endorsed the
total number of symptoms from criterion B (IntrusjpC (Avoidance/numbness), and D
(Hyperarousal) required for a DSM-IV PTSD diagno3is be of positive PTSD diagnosis, the
diagnostic criteria require that the individual egpd to one or more traumatic events (criterion

Al-2) present one or more intrusion symptoms; tlere@ore avoidance/numbness symptoms



Chapter 3  PTSD prevalence and prediction anagiadescents survivors of genocide in Rwanda 11(

and two or more symptoms related to hyperarousaénable this task, the 4-point Likert-type
scale was reduced to a dichotomous scale. The mmistore reported for each item to be

counted as a likely PTSD symptom was @n¢e a weél.

Table 2 Descriptive statistics of predictor and eegent variables considered (N=232)

ltems Min Max Mean SD Skewness Cronbach’s

Alpha

Traumatic exposure
Violence 12 0 11 8.06 2.761.10 .81
Threat 5 0 5 1.94 1.2327 .54
Losses 7 0 7 4.92 1.64.69 .60

PTSD Symptoms
Intrusion 5 0 4 2.04 g7 -.07 .62
Avoidance 7 0 4 2.00 .79 -.08 .70
Hyperarousal 5 0 4 1.85 .83 .01 .69
Overall score 17 0 4 1.99 .69 .04 .86

Checking the current prevalence rate of PTSD, aidenable portion of the participants
(71.5%; 166 of the sample) met full DSM-1V criteriehe meamumberof PTSD symptoms
endorsed was 11 (SD=4.12, theoretical range=08itajistics reported in Table 3 show how
overwhelming and lasting PTSD symptoms among stdbjeeeting the PTSD diagnosis. As it
can be seen in the table, more than one half ecgaants display all the symptoms (17

symptoms) twelve years later.
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Table 3
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Frequencies (%) of severity for PTSD symptoms withibjects meeting all DSM IV criteria

(N=166)
n (%)
Re-experiencing cluster (B criteria)
B1 Recurrent distressing memoriehefdvent 134 (80.7)
B2 Recurrent dreams of the event agttmares 115 (69.3)
B3 Flashback episodes, where the esess to be recurring 100 (60.2)
B4 Upset when reminded of the genocide 148 (89.2)
B5 Bodily reactions to situations thatind of the traumatic event 124 (74.7)
Avoidance cluster (C criteria)
C1l Avoiding discussion, thoughts of gemocide 115 (69.3)
C2 Avoiding genocide reminders 138 183.
C3 Amnesia 150 (90.4)
C4 Decreased interest in activities (Z3)
C5 Feeling cut off from others 110.%6
C6 Feeling numb 119 (71.7)
C7 Feeling future is unclear 151 (91.0)
Hyper arousal cluster (D criteria)
D1 Sleep disturbance 109 (65.7)
D2 Irritability 133 (80.1)
D3 Decreased concentration 116 (69.9)
D4 Being watchful or on guard 135 (81.3)

D5 Reactivity to war reminder (beingvars/frightened/startled)

122 (73.5)
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2.3.3. The severity of post-traumatic distress among pgodints meeting DSM 1V criteria

Table 4 presents descriptive statistics of PTSQrbais. Considering the frequency
rating scale referred to in the assessment (4-goade), overall mean score on PTSD scale (M=
2.28, SD=.52 indicates that PTSD symptoms are a@jgpl at least once a week Considering that

this study is done 12 years after the genocidd) statistics reveal high and severe persistent

PTSD symptoms in this population.

Table 4

Mean (M) and Standard deviations (SD) for the tas@hnple (N=232) and the subjects meeting

the DSM 1V criteria (N=166)

All subjects Subjects with PTSD
(N=232) (n=166)

Min Max M SD Min Max M SD

PTSD Symptoms

Intrusion .20 4.00 203 .77 .80 4.00.272 .67
Avoidance .00 383 194 .81 1.00 33.8.25 .64
Arousal .00 4.00 200 .77 1.17 4.0031 .58

Overall score 18 3.65 199 .69 1.24 3.6528 .52

2.3.4. PTSD prevalence as a function of age, gender amilyfasituation (N=166)

Table 5 results are related to PTSD variance as&ibn of age, gender and current
family situation. Correlating the mean score on PE8ale to age, non significant association is
observed. Likewise, the independétest didn’'t reveal any significant difference telhto
gendert(164)=-.19 p=.848. However, an analysis of variance (ANOVA)aaled a linear effect

of the current family situation on the PTSD sympsovalnerability,F(1,162)=4.68 p<.01.
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Compared to their counterparts living with onetd parents, orphans in foster family and CHH
report significant higher rates of PTSD symptot{&3)=-2.54 p<.05;t(131)=-2.70 p<.01
respectively No significant differences were observed when garnmg orphans living in foster
families with CHH in displaying PTSD symptont§l10)=.83 p>.05. Out of 94 CHH who
participated in the assessment, 80 (85.1%) meDigaM IV criteria for PTSD versus 74.4%
(N=43) for the orphans in foster families and 57&93) for the children and adolescents living
with a parent. Considering the total cases med®i@&lyl-1V criteria for PTSD diagnosis (N=166),

it appears that the largest number meeting PTS@nhdsis are CHH (48.2%, N=80).

Definitely, theses results suggest that young tetized and with birth parent
bereavement are at higher risk factor for persid?disD symptoms in Rwanda. Indeed, lacking
guardianship and protection undermines the sensafefy and security that is important to

recover from PTSD.

2.4. Prediction of PTSD symptoms by the traumatic exposure variables

2.4.1. Correlating PTSD score and traumatic variables (322

Table 6 presents bivariate correlations betweerCP3y@nptoms (as a dependent) and traumatic
exposure variables (as predictor) including (a)dsxpe to violence, (b) exposure to threat of
dying and (c) Loss of relatives. PTSD prevalencggsificantly correlated with all predictor
variables. However, with regard to partial cortielas, PTSD is more associated with the threat
of dying ((228)=.25,p<.001) than witnessing violencg%28)=.15,<.05) and the loss of
relatives(r(228)=.15,p<.01). These findings indicate that being exposddaumatic events as

victim is strongly associated with more severe PTisih witnessing the violence.
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Table 5 Mean (M) and Standard deviations (SD) Hiertbtal sample (N=232) and the subjects meetiadt®BM IV criteria (N=166)

Agé® Gender Family situatich
Boys Girls With Parent  Foster family CHH
PTSD symptoms M(SD)  M(SD) t-test M(SD) M(SD) M(SD)  ANOVA
Intrusion -.10 2.26(.69) 2.30(.64) -.424 261.60) 2.42(.81) 2.23(.65) .928
Avoidance .09 2.28(.61) 2.35(.66) -.716  8R.66) 2.54(.72) 2.37(.54) 6.44*
Arousal .03 2.20(.63) 2.15(.69) .462 1.83). 2.21(.79) 2.30(.58) 4.14*
Overall score .02 2.28(51) 2.29(54) -192 244 2.43(.66) 2.34(.46) 4.68*

Note:®Correlation analysis tested the association ofeaxgePTSD scores and subscores. *p<.05, **p<.01

Table 6 Bivariate correlations between PTSD scocemedictor variables (N=232)

1 2 3 4
Exposure to violence - 37 22%%* .28%**
Exposure to threat - 227 34
Loss of relatives - 24%*

Overall PTSD score -

Note: ***p<.001
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2.4.2. Incremental prediction of PTSD symptoms by the armoitraumatic events exposure
(N=232)
A multiple regression analysis tested the relatwetribution of each of the independent
variables (exposure to violence, threat of dying anmber of family members lost/killed) in

predicting the frequency of PTSD symptoms as a gt variable.

Table 7
Summary of the Multiple Hierarchical Regression aes for independent variables predicting

PTSD symptoms (N=232).

Variable B SEB 3 Sig.
Step 1 : Linear (Enter)
Exposure to violence .39 .01 15 .019
Threat of dying 14 .03 .25 .000
Number of family members killed .06 .02 15 .016
Step 2 : Order (Stepwise Model)
Threat of dying 19 .03 .34 .000
Threat of dying A7 .03 .30 .000
Number of family members killed .07 2.0 A7 .006
Threat of dying 14 .03 .25 .000
Number of family members killed .06 2.0 15 .016
Exposure to violence .03 .01 15 .019

Note: R°=.17 for step 1AR* = .16 for step.2p<.05).

In a first step, all traumatic events that coredatvith PTSD diagnosis were added to the
equation: exposure to violence, threat of dyingl te loss of family members. The linear

regression model (Enter method) indicated a sigpuifi effect of the predictor on PTSD diagnosis
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[R=.41,F(3,228) =15.65p<.001]. However, the overall model explained albi# of the
variance.

In the second step, the variables were includedstepwise model to assess the best
predictor and analyse the incremental predictiopretlictor variables over PTSD prevalence.
This task did not substantially increase nor dideitrease the accuracy of predictidyg(=.16),
instead it indicated a significant incremental efffef all variables considered in the analysis in
predicting a PTSD diagnosis. On the other hantpatih the findings presented in Table 7
suggest that all variables significantly predictSPTsymptoms (al<.05), the threat of dying is

shown to be the best predict@=(34,p<.001).

2.4.3. Accounting for the influence of the reaction at tifa@matic events exposure on the PTSD
symptoms prediction
People’s reaction (intense fear and the feelingethlessness and hopelessness) to
traumatic events exposure has been demonstrajgayta key role in the onset of PTSD
symptoms (A2 DSM |V criteria for PTSD). Cases megtPTSD diagnosis criteria were selected
(N=166) and assessed for a mediation effect cériaitA2 of the DSM IV in predicting PTSD.
Mediation analysis relied on Baron & Kenny (198&)dal describing the mediation of a third

variable (mediator) and the indirect effect of pceat variables in predicting the outcome.

According to Baron & Kenny (1986), there are fouain steps to mediation. First, we
tested whether the independent variables (V1) igr@fgcantly related the mediator (Step 1) and
the dependent variable (VD) (Step 2). Next, weetdsthether the mediator was significantly

related to the dependent variable (Step 3), andheh¢he effect of the IV on the DV is reduced
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or absent when controlling for the mediator (Stgdfahis effect is reduced this would be an

evidence for a partial mediation and if the relasioip between the two variables disappears this

would be an evidence for full mediation. Finallppabel’s test was performed to determine the

extent of the mediation that occurred (Preacher&riardelli, 2003).

Outcome
PTSD

Exposure Mediator :

Reaction

violence

.15ns
Note: *** p<0.001, ** p<0.01, ns = insignificant

Type of Mediation: Full; Sobel Z-value=3.79, p walsignificance=.000

Figure 1 Mediating role of reaction in predictingifBD by the exposure to violence

Threat of
dying

Outcome
PTSD

Mediator :

Reaction

.09ns
Note : *** p <0.001, ** .<0.01, ns = non significant
Type of mediation: Full; Sobel Z-vah#68, p value significance=.007

Figure 2 Mediating role of reaction in predictingfBD by the threat of dying
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Correlation analyses demonstrate significant i@tatip between the reaction to the
traumatic events (mediator) and the exposure tenoe variable (predictor), the threat of dying
variable (predictor) and PTSD score (depende(it6)=.38,p<.001,r(166)=.22p<.01, and
r(166)=.28,p<.001. Given the satisfaction to the correlationdition, the analysis performed

paths between considered variables and Z-valueslagd.

For the two independent variables considered (axpa® violence and the threat of
dying), the Sobel’s test (Z-value) identified arsfggant mediation (p-value less than .05) of
participants’ reaction in predicting the developt@PTSD symptoms (Z=3.79, p<.01; Z=2.68,
p<.01, respectively). Both correlations betweerepehdent variables and outcome were reduced
to non-significance, indicating that participamsaction to traumatic events fully mediates the

relationship between independent variables anthatke onset of PTSD (See Figures 1 and 2).

3. Discussion

With a population of young genocide survivors indaa, this study was aimed at
assessing traumatic exposure of the genocide aodiated PTSD prevalence rate. Further, the
study assessed the association of PTSD and ag#ergamd the post-genocide family situation.
We expected that participants were exposed to seared multiple traumas predicting persistent
PTSD. Also, we postulated that PTSD prevalencarnstion of the age (at the genocide

exposure), gender and family situation.

As expected, our findings indicate a wide ranggaimatic events survivors were

exposed. Given the social context, traumatic egpess from the genocide against Tutsi in
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Rwanda are catastrophic and overwhelming. Liketadybung survivors were exposed to strong

visual, auditory and olfactory sensory impressi@ee Table 1). In fact, unlike the Holocaust, the
genocide committed in Rwanda did not take plagaimcentration and extermination camps. The
most gruesome scenes unfolded in the social coatexteryday life. Victims were slaughtered

on their hills, in their houses, their fields, asttier public places like schools, churches, stadium

communal offices, etc. Also, victims were not exterated by modern weapon or any other mass
extermination techniques such as gas chambergmatoria as was the sinister fate of the Jews.

Most of the victims were killed with machetes arlden king of white weapons, some times after

a long suffering. Survivors witnessed all that tig&@asuffering.

Further, perpetrators and killers were neighbagwgiparents, priests, teachers, mayors; in
other words those with whom the victim had esthlltssocial ties. Being victims of that kind of
violent crime, witnessing such overwhelming violerand knowing the perpetrators are factors

reported to account for durable and severe PTSOh(faloh, Winkel, van den Brint; 2002).

Considering that this study is carried out 12 yediesr the genocide, the reported PTSD
prevalence of 71.5% (N=232) is impressively high.shch, that prevalence indicates clear
concerns about the psychological impact of the gieleoon its survivors, especially among
young adolescents. On the others side, findings@ngruent with previous studies reporting
high levels of PTSD prevalence due to politicalemze (Thabet et al, 2001, 2002, 2004, 2006).
Similarly, it is estimated that up to 74% of Craeatichildren were at risk for developing severe
PTSD following the war in former Yugoslavia (Kuteex, Dyregrov, & Stuvland, 1994). With
regard to the fewest existing studies on psycholdgmpact of the genocide in Rwanda,

especially on young survivors, observed prevaleatein this study is merely close to Gupta,
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Dyregrov, Gjestad, and Mukanoheli (1996). Two yexdtsr the genocide, 79% of Rwandan
children were reported to be at risk for develogfigsD. Therefore, the prevalence rate reported
from this study, and given the time elapsed frome@yov et al. (2000) findings; it is evident that

PTSD distress is still present within this popuati

As far as socio-demographic variables are concef€8D is related to family situation
rather to age and gender. Orphans in foster fasralrel CHH are reporting high rate of PTSD
symptoms. Such figures suggest that family andas@ainerability constitute higher risk factors
rather than subjective factors (age and gendeat@velop PTSD in Rwanda. Given that these two
high risky groups are constituted by totally orphiahe combination of the amount of traumas
and bereavement is to exacerbate the disorderoddtinfollowing mass traumas young survivors
are also bereaved, little studies have evaluatedl igraction in conjunction with PTSD syndrome

(Smith, Perrin, Yule, Hacam, & Stuvland, 2002).

With regard to the prediction of PTSD, all consetepredictors are with significant
effect. Indeed, amount of studies demonstratedahé&ibution that compared to peacetime
disasters, stressors during community violencererssive, repeated, diverse and chronic
including violent death of a parent and relativggnessing mass killings, bombing and shelling
(Smith, et al., 2002). Such studies have evidesggdficant relationship between the amount of
these kinds of traumatic experiences and psychmdbgutcome, generally PTSD (Chimienti,
Nasr, & Khalifeh, 1989; Gupta et al., 1996). Ireliwith Gupta et al. (1996), our results
demonstrated that the best exposure predictor 8OPJutcome is the perceived direct life threat.
As reported in else groups of populations, theahte survival is significantly related to PTSD

symptoms across different cultures (Smith, et28l02). With the mediation analysis, the
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conditioned anxiety and the learned feelings off,fealpless and hopeless fully mediate the

indirect effect of predictor on post-traumatic syorpatology.

Limits and future perspectives

Although significant effect of predictors on thet@ame was found, the variance in PTSD
symptoms explained by the traumatic exposure viesab very small. This fact underscores the
need to assess the interplay of additional factmaved in the onset and development of the

disorder.

Further, traumatic experiences evoked in this sardyrecalled 12 years after the
genocide. Considering the age at the exposuremaims unclear if these trauma memories are
real personal experience recollection or a constmué¢rom adult stories and social influence
through national ceremonies of genocide commenwratnd the Gacaca trials which reveal hard
truths of violence. Consistent with existing datemory of traumatic experience is more clear
and complete when it is personally remembered Wizen events are known from other sources
such as parent stories (Berliner, Hayman, Thomdst#&erald, 2003). Furthermore, general
autobiographical memories are reported to be wottr psychological outcomes. Independently
from age, deficit in retrieving specific trauma nmims seem to be relevant to traumatic
exposure and may affect PTSD outcome. Future swihieuld assess the mechanisms by which

such incomplete memories of the genocide are veti@and processed.
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Abstract

With a sample of young survivors traumatically laseed from the genocide in Rwanda
(N=232), this study assessed the association batwaema and bereavement responses 11 years
after the traumatic exposure. Aged between 1-1&y@4=7.97, SD=3.25) at the traumatic
exposure, participants were assessed on their &raumah bereavement history from the genocide,
and on present PTSD (UCLA PTSD; Pynoos et al.,29881 grief reactions (UCLA EGI; Layne
et al., 2001 ). Further, sociodemographic data wellected and included age, gender and family
situation. As expected, results reveal strong aason between PTSD and grief reactions,
r(232)=.73,p<.001; PTSD sufferers score higher on grief scattrary to age and gender, grief
reactions are significantly associated with presamily situation. As compared to others,
children and adolescents heading household (CHbtrted intense grief reactions. In that way,
PTSD diagnosis and the lack of parent substitiggastulated to undermine the grief resolution
of the traumatic bereavement from the genocideroSgective conclusion suggests that PTSD
diagnosis be dealt with before triggering grief kvprocess. Further, psychosocial interventions

and traditional funeral rituals accomplishmenteisammended to sustain that process.

KEY WORDS: CHH, PTSD, grief, association, Rwanda
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Clinical and empirical researches interested ircpslogical trauma and bereavement
have proceeded independently, with few links betwie two (Green, 2000). However, existing
data show that traumatic bereavement is not the santhe grief that follows a natural death.
Following a traumatic bereavement, the mournemmaneously confronted to the loss of the
relation with the deceased and the trauma deriivomg the violent circumstances characterizing

the death.

Exposure to traumatic events predicts a numbesyéhmlogical difficulties, mainly
PTSD and associated mood disorders. Already, ahteption of PTSD as a major diagnostic
criterion (DSM llI, APA 1980), the question of whi@vents should be considered as traumatic
stressors was raised (Kaltman & Bonanno, 2003jslpresent version (DSM 1V; APA, 1994),
“learning about unexpected or violent death, exgrexed by a family member or other close
associate (Criterion A1)” is mentioned as traumatient. Indeed, horrific, brutal or grotesque
deaths involving mutilation, molestation or extrepan are psychologically dissonant and are
likely to exceed subjective coping abilities. Swablent deaths may result in higher risk for
complicated grief and PTSD associated with the esgiosnt traumatic imagery. Further,
stigmatized deaths (AIDS, suicide, ethnic cleansarg also psychologically unacceptable and
leave survivors at greater risk for complicated mmg resulting from the shame and guilt
related to the stigmatized death or the guilt e¥ising when relatives dyed (Denis, 2005; Green,
2000).

Some wealthy studies assessed trauma exposurelr&ml & an outcome, and examined
whether violent death predicts PTSD symptoms (Kait& Bonanno, 2003; Sprang & McNeil,

1998). In contrast, few studies evaluated the gésponses following violent death, especially
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traumatically bereavement following mass killingstnessing a murder or discovering mutilated
body of relatives. Also, children and adolesceatnsto be ‘the forgotten mourners” and tend to
be under-represented in bereavement and traumarceg®owdney et al., 1999; Robinson,
1998).

Similarities and differences between trauma anddament symptomatology have been
evidenced (Raphael & Martinek, 1997, Stroebe, Séatkinkenauer, 2001). Such findings
support the need to explore the links between teaand bereavement. Studying circumstances
involving traumatic loss, in which the mode of dest sudden and violent, might bridge the two
areas. Clinical symptoms and risk factors assatmith traumatic loss, and the combined
influences of loss and trauma exposure, deserige Bystematically assessed and addressed
(Neria & Litz, 2004). Extending a PTSD cognitive deb (Ehlers & Clark, 2000), the cognitive-
behavioural conceptualization of complicated gfigdelen, van den Bout, & van den Hout,
2003) emphasizes how the association of traumdarehvement complicates the grief
responses and mourning process following violeatldeSpecifically, post-traumatic intrusions
and avoidant strategies weaken subjective effortgark through grieving process (Boelen, van
den Hout, & van den Bout, 2006; Ehlers, 2006). Thusiolent death, both trauma and grief
reactions occur together and must be dealt withtasacting and embedded sets.

Additionally to the violent circumstances surrourglthe death which interfere with the
mourning process (Kaltman & Bonanno, 2003), mask factors are to be considered in
exploring complicated grief responses, such asheacteristics of the relationship with the
deceased person, the multiplicity of the lossesathsence of proper social rituals and funeral
ceremonies, and the lack of social support (Momipoette, 1996). Much critically, young
traumatically bereaved are at high risk becausk anexperience is beyond the scope of their

understanding and coping ability. It is hypotheditteat children’s understanding and ability to
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cope with death reality (e.g. irreversibility, uargality and irrevocability) depend on how mature
they are. Such ability and knowledge are achieyguaximately at 7 or 8 years of age (Webb,
2000). In accordance with that developmental petspe the more mature the child is, the better
he/she should cope with bereavement. With violeth] young traumatically bereaved are
trapped in an overwhelming circle of separationtrdgs and trauma, implying a “double
psychological burden” (Raphael et Martinek, 19979reover, bereaved individuals are to cope
with the separation (affective) and traumatic @istrat one side and at the other side with all the
practical changes which occur in their life.

In the light of this literature review, the 1994ngeide against Tutsi perpetrated in
Rwanda, and its tremendous violence and importasels, expose its young survivors to high
risk of developing both chronic PTSD and complidageef (Dyregrov, Gupta, Gjestad, &
Mukanoheli, 2000). This study aims at assessing,teenaged and young adult’s Tutsi
population who survived from the genocide, the eisgion of PTSD and grief reactions
consecutive to the mass killings committed in Rvaankhe research explored (a) the trauma and
bereavement history of the survivor, (b) the premaé of PTSD and grief symptoms as
psychological outcome, and (c) the relationshipveen PTSD and grief responses.

First, we hypothesized that grief reactions anreration of age (at the bereavement),
gender, and current family situation. With regarége, and given the cognitive development
approach, we expected that survivors who were afjede 7 years, given their cognitive ability
to understand the death reality, may suffer muchpdiwated grief reactions.

As regard gender, there is generally a higher peeca in female adults as regard grief
(Chen et al., 1999; Schwab, 1996) and PTSD symp{8misszczanin, 2007; OIff, Langeland,
Draijer, & Gersons, 2007; Springer & Padgett, 200@wever,PsycINFOsearching retrieves

few data regarding gender differences of such sgmgtin children and teenagers, especially in
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the context of a human catastrophe, such as wggracide. In such case, it is possible that the
extremity of the stressor alleviate individual dinces, such as the one due to gender. We
nevertheless tentatively predicted a higher prexadef these symptoms in female teenagers and
young adults.

Third, more drastic losses of relatives should tednore intense grief and PTSD
symptoms. Thus, children who lost both parentsliaedeither in children headed households or
in orphanages should be more affected than childtenlost one parents or who were adopted
by a foster family.

Finally, we expected that the violence of the géshmand the importance of the losses
encountered predict persistent PTSD and grief sygmgt Respondents exposed to the violent
birth parent/relatives’ death should exhibit segref reactions and associated PTSD symptoms
as well. We further assumed that persistent geattions depend on the interaction with
posttraumatic symptoms, thus implying that paraais with a positive PTSD diagnosis are
vulnerable to intense grief symptoms and vice vesgacifically, traumatic intrusions might act

as triggers reactivating grief.

1. Method

1.1. Participants

Data were collected in September 2005, roughlyedry after the genocide. All
participants were survivors of the 1994 genocid® raported severe traumas and bereavement
exposure resulting from the genocide (see Tabdhdpter 2). Respondents were recruited from
secondary schools of the southern province in Raamdl accepted to respond to our

guestionnaires. Eligible subjects were young sargwith trauma and bereavement history:
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They experienced the genocide, lost one or moativek due to genocide, and were willing to
participate in the study. Other orphans (e.g. HINY8) and young adolescents from long-term
refugees who were repatriated after the genocide wecluded from the sample. Participation
was strictly voluntary and participants were infedrabout the objectives of the survey. Given
that respondents were contacted at school and beastly orphans, the consent was from school

authorities and survivors association leaders @sdiutors rather the parents.

1.2. Assessment

Participants were assessed on their trauma andvmment history and psychological
condition including PTSD and grief responses. Fpestionnaires were administered and
completed individually by the respondents duringugr sessions. Two undergraduate students in

clinical psychology at the National University oivBnda were involved in the data collection.

1.2.1. Socio-demographic data
The survey inquired about the age (at the genoaigalder and family situation. Relaying
on the development model and subsequent compaisisis, two categories were made onto

age variable and thus comparing participants whe weyears and below to those above 7 years.

1.2.2. Traumas and Bereavement history

Adapted from Dyregrov et al, (2000), a 23 itemsdfio@naire assessing Traumas and
Bereavement history of the genocide was constrycted0). The Yes$ or “Na’ checklist

comprises three domains: exposure to, or witnessoignce (e.g. witnessing the torture of
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parents and relatives, the death/murder of parefdasies, the gun fire and rifle firing, the

killings with machetes, etc.), exposure to or thodadeath (e.g. Being victim of beating and
wounded, torture and humiliation, rape and seximérce, terror and threatening to death), and
the number and type of relationship of relativesdaeted during the genocide (e.g. father,
mother, brothers and sisters, etc.). Furthermawsigmpants were asked how they learnt about the

death of their relatives.

1.2.3. PTSD assessment

PTSD prevalence was assessed with the UCLA PTS&xI(gke chapter 3). The scale has

proven acceptable internal consisteney.85, 17 items).

1.2.4. Grief reactions assessment

The Extended Grief Inventory (EGI) (Layne et a002) was used to assess persistent
grief responses within a population of young admess traumatically bereaved. This 28-item
instrument was translated inkanyarwanda the participants’ native language. The scaleriate
consistency was satisfactoiy=.87) and the content was consistent with genocoii¢ext. The
original scale evaluates both uncomplicated (norimaleavement reactions (sadness, anger,
despair, yearning and searching for the deceassdjye connections) and complicated grief
(traumatic grief and existentially complicated friharacterized by persistent deny, intense
psychological distress, cognitive and behaviouwaldance, numbing of responsiveness. Suitable

for traumatically bereaved adolescents (Layne.eR80D6), the answer format is a 4-pt Likert
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scale: 0 = "almost never, less than once a moath™ rarely, Monthly"; 2 = "sometimes,

weekly"; 3 = "often, daily"; 4 = "always, severahes a day".

2. Results

2.1. Sociodemographic characteristics

The sample consisted of 232 young survivors, predantly boys (56.89%) and aged
between 1 and 18 years at the genocide (M=7.97333%, half of them aged 7 years and above
(49.6%; 2.2% missing). With regard to the familpation at the assessment, the sample
included: (a) children and adolescents living vatie of the parents (40.08%, n=93), (b) orphans
of both parents living in foster families (18.53f%43) and (c) children and adolescents headed
household (CHH, 40.51%, n=94); 2 participants atlindicate family situation. The family
situation is related to how important are the le46€2)=18.57 p<.001] rather than age
[r(225)=.10,p>.05] and gendenf(2)=3.89,p>.05]. Respondents who are totally orphans are

living in foster family or as CHH.

2.2. Traumas and bereavement history

As presented previously (Table 1, chapter 3), sorgiof the genocide in Rwanda
experienced severe and massive traumas and wessezk{o the horrific death of their relatives.
For further analysis, trauma and bereavement cistddms were summed into 3 clusters:
exposure to violence, threat of dying, and losiwofily members. Descriptive statistics on each
cluster evidenced that respondents were exposaaetor more types of violence (M=8.06,
SD=2.76), exposed to or more threats of dying (M41SD=1.23) and have lost more than one

close relatives (M=4.92, SD=1.67).
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In additional to the exposure to violence and thoéaying, survivors were traumatically
bereaved. Overall, 97.8% of the sample reportegbshdn the nuclear family; e.g. a father (75%)
or a mother (56%). With regard to siblings and otieéatives, they lost brothers and sisters
(84.1%), cousins (81 %), uncles and aunts (85.8%a))ydfathers (56.6%), grandmother (55.2%),
or other members of the large family (43.5%). Th&aéistics show significant ties and close

relatives lost in traumatic circumstances of theogede.

2.3. Grief reactions prevalence

Descriptive statistics of grief reactions are pnésed in Table 1. Grief reactions are
modulated neither by age nor by gend&27)=.03,p>.05 and(230)=-.60,p>.05 respectively.
Grief reactions prevalence is significantly asswalavith current family situation,
F(2,227)=5.36p<.01. Orphans in foster families (M=2.10, SD=.78) £&HH (M=2.15, SD=.55)
reported intense grief distress in comparison ég¢Hiving with a parent (M=1.87, SD=.57). No

difference is observed between survivors in foigerlies and CHH{(135)=-.47 p>.05.

With regard to grief clusters’ symptoms, all resp@mnts exhibit equally persistent normal
grief reactions regardless of their family situatib(2,227)=1.53p>.05. Grief responses also
varied as a function of whether participants witeesthe death of their relatives or not. As
reported in Table 2, survivors who were confrontgith the violent death of their relatives
(“Being with them at the moment of their killijpgresent higher grief reactions (M= 2.18,
SD=.59) compared to those who were not (M=1.86, .SBKt(230)=-4.17 p<.001. Similarly,

witnessing violent death predict higher PTSD symgrevalence(230)=-5.61p<.001.
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Inversely, survivors who learnt from others (relesi or neighbours) the death of their relatives
and those who were informed at the national exhiemand inhumation annual ceremonies

commemorating the genocide present less grieficgamcas compared to those who didn't,

t(230)=3.08p<.01 and(230)=2.17 p<.05 respectively.

Table 1

Descriptive statistics of grief and PTSD as funttid age, gender and family situation (N=232)

Agée® Gender Family situatiBn
Female Male With Par F. Fam CHH
(N=100) (N=132) (N=93) (N=43)  (N=94)
M(SD)  M(SD)  test M(SD) M(SD)  M(SD)  ANOVA

PTSD Scale -.03 2.05(.66) 1.92(.71) -1.37ns  16Bj( 2.07(.85) 2.16(.60) 8.84**

Grief Scale  -.04 2.06(.68) 2.01(.54) .60ns 187)(. 2.10(.73) 2.03(.61) 5.36**
Traumatic  -.11 1.60(.86) 1.62(.78) .19ns 1.58(.75) 1.54(.81) 1.89(.81) 10.08***
Normal .02 2.60(.81) 2.54(.65) -.62ns 2.54(.71) 2.73(.83) 2.50(.68) 1.53ns
Existential ~ -.00 1.97(.79) 1.86(.76) -1.03ns 1.70(.76) 2.02(.93) 2.06(.68) 5.90**

Note: Note: ** p<.01, *** p<.001, ns= non signifiace at .05’ correlation analysis considered the age at
the genocide exposur®Family situation include 3 subcategories: (1) Wathr = Children and
adolescents living with at least on of the paref@sF. Fam = orphans living in Foster familiestfwor no

relationship) and (3) CHH= orphans living as Cheldiand Adolescents Headed Household.
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2.4. Learning about the death

As presented in Table 2, participants reportedovarivays by which they learnt about the
death of their relatives. Survivors either wereasqu to the violent death of their parents and
relatives or learnt about the circumstances of tiheath from direct or indirect witnesses. An
association between the exposure to birth pareteni death (being with them at their murder)
and the current family situation is observgt(2) =13.62,p=.001. Of the 94(N=232) CHH who
participated in the study, 67.02% were with thargmts at the moment of their killing, in
comparison to those living in foster family (46.5 8643) and the ones living with survived birth

parent (40.9%, n=93).

Table 2

Grief symptoms associated with as function of thgsvgurvivors learnt about the death of their refes

(N=232)
Descriptive Statistics
“How did you learn about the death of your “Ye$ responses Non’ responses
relative®” N (%) M(SD) N (%) M(SD)  t-student

Being with them at their killing and murder ~ 122@&R. 2.18 (.59) 110(47.4) 1.86(.58) -4.17
Discovering dead and mutilated bodies 75(32.3) 4(5b) 157(67.7) 1.98(.62) 1.90ns
Learning from others (relatives or not) 91(39.2) 881.66) 141(60.8) 2.13(.55) 3.08

At the annual commemorating ceremonies 96(41.4)93(163) 136(58.6) 2.10(.58) 217
Through GACACA trials 74(31.9) 1.96(.59) 158(68.1)2.06(.61) 1.16ns
Because they didn’t come back after the  84(36.2) 1.93(.61) 148(63.8) 2.08(.60) 1.80ns

genocide

Note: *p<.05; **p<.01; **p<.001; ns= non significd at p<.05
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2.5. Grief and PTSD symptoms association

Examining PTSD prevalence rate, 71.5 % of the samgt all DSM |V criteria (APA,
1994) for PTSD diagnosis. Assessing the expectsacasdion between grief and PTSD, two
types of analysis were conducted. First, we testeether PTSD symptoms predict grief
reactions level. Bivariate correlations indicat&drsg association of grief reactions and PTSD
symptomsy(232)=.73,p<.001. Grief reactions are significantly related”dbSD symptoms’
clusters including intrusions(32)=.60,p<.001], avoidance strategiea%332)=.64,p<.001] and
hyperarousal symptoms(£32)=.68,p<.001]. With regard to grief subscales, PTSD i®aisded
to “normal grief reactions’;(232)=.49,p<.001, and to existential complicated grief and
traumatic grief reaction$(232)=.61,p<.001 and(232)=.61,p<.001 respectively. Second, as
presented in Table 3, respondents with positiveDP@iagnosis reported high level of grief
reactions in comparison to those with negative Pa&ignosisf(232)=-7.58 p<.001.

Participants with positive PTSD diagnosis scorgghlan all grief reactions clusters.

Table 3

Grief symptoms as function of PTSD diagnosis (NF232

Without PTSD With PTSD

diagnosis (N=66) diagnosis (N=166) t-student

M SD M SD
Traumatic grief reactions subscale 1.15 .69 1.808 .7 -5.85%**
Normal grief reactions subscale 2.23 .69 270 .69 4.56%*+*
Existentially complicated grief 1.41 72 210 71 6.67***
Overall Grief scale 1.60 .56 220 .56 -7.58***

Note: ***p<.001
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2.6. Prediction of grief reactions

Regression analyses were conducted to predict rgréetions with the variables
associated with the exposure to genocide. A maltipression was conducted to estimate the

significant predictors of grief reactions.

Table 4

Summary of Hierarchical Regression Analysis foliatales predicting Grief reactions

Predictors B SEB B
Step 1

Exposure to violence .06 .01 .28***
Step 2

Exposure to violence .04 .01 19%*

Threat of death A1 .03 23
Step 3

Exposure to violence .03 .01 A7

Threat of death .10 .03 21F**

Loss of family members .04 .02 A3
Step 4

Exposure to violence .01 .01 .06

Threat of death .02 .02 .04

Loss of family members .01 .01 .02

PTSD prevalence .60 .04 .68**+*

Note. R = .28 for Step 1AR?=.12 for Step 2AR?*=.13 for Step 3AR?*=.52 for Step 4.

*p<.05; **p<.01; *** p<.001.
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First, all predictors, including PTSD diagnosisfa&entered in the regression equation as
predictors. They accounted for 53% of the variasfogrief symptomsF(4,227)=65.77p<.001.
Second, hierarchical multiple regression analyEeble 5) tested the single contribution of

predictors in predicting grief reactions.

PTSD diagnosigj=.68,t=13.84,p<.001, accounted for 39 % of the variance of grief
symptomsf(1,227)=196.60p<.001. Finally, we tested whether the relation betwgref
reactions and predictors would still stand aftertoaling for PTSD symptoms. Controlling for
PTSD diagnosis, partial correlations indicated gradf relation is no longer significant with
exposure to violence(229)=.10, p>.05], threat of dyingd(229)=.08, p>.05] and losses
[rp(229)=.07 p>.05]. With that, the severity of grief symptomssignificantly mediated and

moderated by intersection with PTSD symptoms pencd.

3. Discussion

This study aimed mainly at assessing the associbBtween grief and PTSD symptoms
as a result of being simultaneously exposed to@dadraumas and bereavement. Participants
were young survivors of the 1994 Tutsi genocide mitted in Rwanda. The hypotheses included
that (a) grief reactions should be a function aiedemographic characteristics of the
respondents and the trauma and bereavement hadttrg genocide; (b) trauma and
bereavement exposure should predict conjointlyf gmel PTSD symptoms; (c) the intersection
of trauma and bereavement should predict and needraf symptoms severity. Findings from

this study confirmed partially our expectations.
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In contrast to previous studies (Maercker, Michkehm, Becker, & Margraf, 2004;
Semiz, Basoglu, Ebrinc, & Cetin, 2007; Webb, 20@d¢sent findings are not congruent with the
assumption of grief reactions and age associaBoren that bereaved individuals reported grief
independently from the age, such findings suppteathment theories of bereavement rather than
cognitive development theories. Indeed, the youpgeticipants in this study were unlikely to
understand all aspects of the bereavement sityddidrihey were not too young to feel and suffer
from the losses. Young children may feel the absemzl remember the deceased parent, thus

suffering from such remembering and from the traticmaemories retrieved (Denis, 2005).

Analysing gender effect, grief reactions were sampgly equally reported by boys and
girls. This result doesn’t match the Rwandan celamd belief whereby the two are expected to
behave differently when bereaved and mourning.example, it is generally acceptable that
women cry and externalize their emotions; whabisthe case for men. Similarly, the post-
genocide psychological disturbance is believedetmlost persistent and severe within women
population. Our observations are not congruent thithnaive belief. Likewise, the finding is not
congruent with studies demonstrating gender diffees in adult psychopathology. In adulthood,
women are more than twice as likely to be diagnegéudepression and internalizing
syndromes as men (Paykel, 1991). Similarly, adelatsgirls are reported to be significantly
vulnerable to higher rates of depressive disordedsdepressive symptoms than boys (Nolen-

Hoeksema, 1994; Petersen, Sorigia, & Kennedy, 1991)

The authors attributed that vulnerability to arerattion of two factors: (a) Girls enter
early adolescence with a style of responding tstfation and distress that is less efficacious and

action-oriented than boys, and (b) girls beginaiefcertain uncontrollable stressors in early
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adolescence to a greater extent than boys. Furtnermirls may present more internalizing
symptoms, such as depression, anxiety, and soow@tiplaints. Boys, on the other hand,
demonstrate more externalizing symptoms such asguency, aggression, conduct disorder

such as drug or alcohol abuse (Hoffmann, Powlistatd/hite, 2004; Nadeem, 1997).

These data are not congruent with the situatioyoahg traumatically bereaved from the
genocide in Rwanda. Findings from our researchesigtpat the extreme nature of the trauma
encountered by our participants (e.g. directly eaing the parents’ death), alleviated effects of
demographic variables on grief reactions. Congiggetiat trauma and bereavement exposure
resulting from the genocide wasn’t associated gé&hder, nor with the age at the bereavement,
grief reactions are determined by the magnitudedamdages of the circumstances of the
bereavement rather by subjective differences. Hewduture studies should eventually analyse
separately internalized versus externalized symgtomaracterizing bereavement and trauma for

possible gender differences.

Contrary to age and gender, grief symptoms arefsigntly associated with the current
family situation of the respondents. Child and adoénts headed household (CHH) and orphans
in foster families are severely affected in comgaamito children and adolescents with one parent
alive. Currently in Rwanda, CHH constitute the magherable social group in the young
population. They experienced important losses (aresiblings, close relatives) and
consequently they are living by their own withodtuli care and guardianship. Obviously, the
increased numbers of orphans and vulnerable chilair¢éhe aftermath of the genocide challenged

the traditional ways of incorporating orphans anthgrable children into the extended family
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structures. The lack of adult guardianship and,caeakened traditional coping systems, and

important loss stressors are with negative impadiereavement adjustment.

We hypothesized also that persistent grief reaststrould be predicted by the trauma and
bereavement history and that grief and PTSD shioellstrongly associated as a result of
traumatic bereavement. Like PTSD symptoms, pergigigef reactions are significantly
predicted by the trauma and bereavement histopo®xe to violence, threat of death and the
number of losses. However, although PTSD and geftions shared similar risk factors, each
had unique best predictor. That is, threat of deatlus exposure to violence predicted PTSD
and grief responses respectively. Seemingly, thesxe to relative violent death is a major risk
factor for complicated grief. This is evident whea consider that those survivors who learnt
about the death of their relatives from variousrses (relatives, neighbors or at the national
commemoration ceremonies) reported moderate gmepsms as compared to those who were
exposed to the traumatic impressions of their ctekives death. However, the moderate grief
symptoms among survivors who didn’t witness thedeuof their relatives are to be taken with
caution. At the first glance, given the fact thayt were not confronted with the traumatic and
indecent death of their relatives, thus with leaamatic memories, may result in moderate grief
symptoms as compared to others. On the other lhearthing from others offers less convincing
evidence to challenge yearning and searching teyden the deceased. Such level of grief
reactions may characterize also mourners engagethein delayed or apparently absent grief

reactions that might be exaggerated later (Linderrh@94).

Very interestingly, it is also observed in our diuat survivors who discovered their

deceased relatives’ corpses and subsequently aisbetpfuneral rituals at the national
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ceremonies commemorating the genocide presengieggeactions level. Consistent with this
finding, such social support (social rituals) seémige protective and resilient factor that impact

positively on grief reactions course (Lindemanrf4)9

Finally, and congruent with our assumptions, thdiiigs demonstrate also that
participants with positive PTSD diagnosis are vidide to persistent and increased grief
reactions, in comparison to those with negativgmisis. A possibility is that PTSD sufferers are
disrupted in their grief work by traumatic imageegulting from the death circumstances and
associated post-traumatic symptoms. Given thefssgni correlation between grief reactions
and PTSD clusters, intrusions, avoidance and arpos&traumatic symptoms, might
particularly divert the process underlying bereagatadjustment (Neimeyer, 2006). These
findings support the notion that the interplay begw grief and PTSD should be carefully
studied. The conjunction of the two poses spedtiallenges for both theorists and practitioners
(Neimer, 2001). Whereas PTSD and traumatic (coraf@d) grief can be treated separately, in
some cases, the interplay of the both imply thatq@umatic symptoms should be dealt with

firstly allowing later psychological work of moung (Green, Grace and Glaser, 1985).



Chapter 4 Trauma and Bereavement association 14¢

References

Boelen, P. A., & van den Bout, J. (2002). Gend#etknces in traumatic grief symptom severity
after the loss of a spousemega-Journal of Death and Dying, (3% 183-198.

Boelen, P. A., van den Bout, J., & van den HoutAVI(2003). The role of negative
interpretations of grief reactions in emotionallgesns after bereavemegdburnal of
Behavior Therapy and Experimental Psychiatry334), 225-238.

Boelen, P. A., van den Hout, M. A., & van den Baluit(2006). A cognitive-behavioral
conceptualization of complicated gri€flinical Psychology-Science and Practice(2)3
109-128.

Bokszczanin, A. (2007). PTSD symptoms in childrad adolescents 28 months after a flood:
Age and gender differencelurnal of Traumatic Stress, &), 347-351.

Chen, J. H., Bierhals, A. J., Prigerson, H. G.,IK&sV., Mazure, C. M., & Jacobs, S. (1999).
Gender differences in the effects of bereavemdatea® psychological distress in health
outcomesPsychological Medicine, Z92), 367-38.

Denis, P. (2005Never to small to remember. Memory work and rasikein times of AIDS.
Pietermaritzburg, South Africa: Cluster Publication

Dowdney, L., Wilson, R., Maughan, B., Allerton, Ma¢hofield, P., & Skuse, D. (1999).
Psychological disturbance and service provisioparentally bereaved children:
prospective case-control studBritish Medical Journal, 31F206), 354-357

Dyregrov, A., Gupta, L., Gjestad, R., & Mukanoh@i,(2000). Trauma exposure and
psychological reactions to genocide among Rwantiddren.Journal of Traumatic

Stress, 1@l), 3-21.



Chapter 4 Trauma and Bereavement association 147

Ehlers, A. (2006). Understanding and treating cacapdd grief: What can we learn from
posttraumatic stress disordé€2fnical Psychology-Science and Practice(2)3 135-140.

Ehlers, A., & Clark, D. M. (2000). A cognitive mdd# posttraumatic stress disordBehaviour
Research and Therapy, @3, 319-345.

Figley, C. (Ed) (1999T.raumatology of grieving: Conceptual, theoreticalblareatment
foundationsPhiladelphia: Brunner/Mazel.

Figley, C., Bride, B. & Mazza, N. (1997Meath and trauma: The traumatology of grieving.
Philadelphia: Brunner/Mazel.

Green, B. (1993)dentifying survivors at risk: Trauma and stressacsoss eventsn J. P.
Wilson & B. Raphael (Eds.)nternational handbook of traumatic stress syndre(pe.
135-144). New York: Plenum.

Green, B. L. (2000). Traumatic loss: Conceptual eamgirical links between trauma and
bereavementlournal of Personal and Interpersonal LpSs1-17.

Green, B., Grace, M, & Leser G. (1985). Identifygwgvivors at risk: long-term impairment
following the Beverly Hills Supper Club firdournal of Clinical and Consulting
Psychology53, 672-678.

Hoffmann, M. L., Powlishta, K. K., & White, K. J2004). An examination of gender differences
in adolescent adjustment: The effect of competencgender role differences in
symptoms of psychopathologgex Roles, §01-12), 795-810.

Kaltman, S., & Bonanno, G. A. (2003). Trauma anceheement: Examining the impact of
sudden and violent deatllurnal of Anxiety Disorders, {2), 131-147.

Layne C.M., Savjak N., Saltzman W.R., Pynoos R2801). BYU/UCLA Expanded Grief

Inventory. Unpublished instrument, Brigham Youngwuémnsity, Provo, UT.



Chapter 4 Trauma and Bereavement association 14¢

Layne, C.M., Pappleton, L., Saltzman, W.S., & Py8)1d®.S.(2006). Measuring grief responses in
traumatically bereaved adolescents: Recent advamd¢est development using multiple
samples. Manuscript submitted for publication.

Lindemann, E. (1994). Symptomatology and ManagermkAtute Grief (ReprintedAmerican
Journal of Psychiatry 151155-160.

Lindemann, E. (1994). Symptomatology and ManagermkAtute Grief (ReprintedAmerican
Journal of Psychiatry, 186), 155-160.

Maercker, A., Michael, T., Fehm, L., Becker, E.&Margraf, J. (2004). Age of traumatisation
as a predictor of post-traumatic stress disordenaor depression in young women.
British Journal of Psychiatry, 184182-487.

Nadeem, E. (1997). Gender Differences in Patholdgye relationship between gender role
orientation and internalizing and externalizing &éhbr. Unpublished.

Neimeyer, R. A. (2001 Meaning Reconstruction and the experience of lod&ashington DC:
American Psychological Association.

Neimeyer, R. A. (2006). Complicated grief and teeanstruction of meaning: Conceptual and
empirical contributions to a cognitive-constructivmodel Clinical Psychology-Science
and Practice, 1@), 141-145.

Neria, Y., & Litz, B. T. (2004). Bereavement byumaatic means: The complex synergy of
trauma and grieflournal of Loss & Trauma,(2), 73-87.

Nolen-Hoeksema, S. (1994). An Interactive Modeltfee Emergence of Gender Differences in
Depression in Adolescenc#urnal of Research on Adolescendd,)4519-534.

Olff, M., Langeland, W., Draijer, N., & Gersons, B. R. (2007). Gender differences in

posttraumatic stress disord®sychological Bulletin, 132), 183-204.



Chapter 4 Trauma and Bereavement association 14¢

Petersen, A. C., Sorigia, P. A., & Kennedy, R.1B91). Adolescent depression: Why more
girls? Journal of Youth and Adolescence, 207 — 271.

Pynoos, R. & Nader, K. (1988), Psychological fagt and treatment approach to children
exposed to community violence: Research implicatidournal of Traumatic Stresg,
445-473.

Pynoos, R., Rodriguez, N., Steinberg, A., Stuber,&Frederick, C. (1998)The UCLA PTSD
Reaction Index for DSM IV (Adolescent versidmms Angeles: UCLA Trauma Psychiatry
Service.

Rando, T. (1993) Treatment of complicated mourn@igampaign, IL: Research Press.

Rando, T. (1998). Complications in mourning traumeeath. In K. Doka (Ed.) Living with grief
after sudden loss. Bristol, PA: Taylor & Francis.

Raphael, B., & Martinek, N. (1997). Assessing tratimbereavement and posttraumatic stress
disorder. In J. P. Wilson & T. M. Keane (Ed#&§sessing psychological trauma and
PTSD(373-396). New York: The Guilford Press.

Robinson, F. (1998). Children: The forgotten mowneHealth plan

Rynearson, E. K. (1986). Psychological effectsrofatural dying on bereavemeRsychiatric
Annals 16(5) 272-275.

Sanders, C. (1992How to survive the loss of a childocklin, CA: Prima Publishing.

Schwab, R. (1996). Gender differences in paremiaf.death Studies, @), 103-113.

Semiz, U. B., Basoglu, C., Ebrinc, S., & Cetin, (2007). Childhood trauma history and
dissociative experiences among Turkish men diaghagth antisocial personality

disorder.Social Psychiatry and Psychiatric Epidemiology(XD), 865-873.



Chapter 4 Trauma and Bereavement association 15C

Sprang, G., & McNeil, J. (1998). Post-homicide teats: Grief, mourning and post-traumatic
stress disorder following a drunk driving fatali@mega-Journal of Death and Dying,
37(1), 41-58.

Springer, C., & Padgett, D. K. (2000). Gender dédfeces in young adolescents' exposure to
violence and rates of PTSD symptomatolofysnerican Journal of Orthopsychiatry,
70(3), 370-379.

Stroebe, M., Schut, H., & Finkenauer, C. (2001) Thaumatisation of Grief? A Conceptual
Framework for understanding the Trauma-Bereaveiméstface.lsraelian Journal of
Psychiatry and Related Sciences, 385 - 201.

Webb, N. B. (2000). The child and Death. In N. Be&t (Ed.)Helping Bereaved Children. A

Handbook for Practitioner§2nd Ed., pp. 3 - 18). New York: The Guilford Bse



PTSD and comorbidity: the moderating and mediatingeffect of genocide reminders,

current socioeconomic adversities and coping stragges

Vincent SEZIBERA

National University of Rwanda (NUR)

Running Head: PTSD AND COMORBIDITY



Chapter 5 Moderating and mediating factors 152

Abstract

This study assessed post-genocide factors and @egital coping strategies predicting
PTSD and comorbid disorders severity in a poputadibyoung survivors of the 1994 Tutsi
genocide in Rwanda. Aged between 3-20 years (M5&I053.22) at the genocide, and 15-32
years (M=20.76, SD=3.29) at the assessment, 228%®0irls) young people heading household,
known as children and adolescents heading housé@élitl), were assessed on their PTSD and
comorbid disorders prevalence. Further, socioecomanversities, trauma reminders and coping
strategies were postulated to moderate and meelicd® and comorbid disorders. A large
portion of the sample (76%) met all DSM IV (APA,24) criteria for PTSD diagnosis, with girls
reporting higher scores on PTSD and BSI patholodies®, significant correlations between
PTSD and comorbid disorders are observed. Predi&irSD and comorbid disorders, risk
factors include continuous threatening clues, geleogerpetrators presence, and basic needs
satisfaction concerns. Rumination mediates paytthk relationship between predictors (risky
factor) and outcomes (PTSD and comorbid disord&is).conclusion stresses how social
environment and rumination have a negative impad®dSD and comorbid disorders

development.

KEY WORDS: PTSD, comorbidity, moderators, mediators
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Existing literature evidenced that the exposuredomatic event involvingdctual or
threatened death or serious injury, or a threathe physical integrity of self or others’ (DSM
IV; APA, 1994) may be followed by post-traumaticests disorder (PTSD) (Overstreet & Braun,
2000). Further, findings have increased the awaetiet children and adolescents as well as
adults, once exposed to such events may exhilit fnmderate to severe PTSD symptoms,
depending on whether the trauma is related to abdlisaster or man-made violence (see Chapter

1 for a literature review).

Although these well-documented findings have evigela significant association
between traumatic experience and critical PTSDalece, the issue on how the disorder
worsens and last over time is still unclear. Enggirand clinical findings ascertained that not all
traumatic situations’ survivors develop PTSD. Saswover from the distress few times later
while others do not. Similarly, some PTSD sufferer®ain disabled for many years (Green,
1994; Kessler, Sonnega, Bromet, Hughes, & Nels8851Wohlfarth, Winkel, & van den Brink,

2002; Zlotnick et al., 1999).

Researchers interested in assessing mediating aderating factors involved in PTSD
onset and development found that persistent aagiraumatic reactions are mediated by a
“tripartite multiple stress diathesis aetioldg¥Vinkel & Vrij, 1998; Pynoos et al. (1999). The
aetiological model includes (a) aspects of thenatic experience; (b) trauma and loss reminders

and (c) proximal and distal trauma related streskaaversities.

Compared to natural disasters, domestic and contyniaumatic situations seem to

generate continuous traumatic cues and stresgthan maintain distress. In additional to the
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objective features of the traumatic experiencegfisrmath may include multiple on-going
stressors, threats, and adversities affecting iddal, familial and community settings. The
complexity of the traumatic experience and its o@mnce in a natural life setting increase the
likelihood of a large number of trauma/loss remisgdeocioeconomic secondary adversities

(Pynoos, Steinberg, & Piacentini, 1999).

Coping strategies are reported to mediate theoaklttip between stressor and outcome.
Coping strategies are defined as a set of cogsiton behaviours that are used in assessing and
reducing the stress induced by the trauma remiraded®r general life stressors. They intend to
moderate intrapsychic tension associated with titessful event. However, resilient strategies
should be separated from those which are dysfumatdtisnd thus contributing to the onset of the
disorder. The cognitive model of Ehlers and Cl&B00) defining cognitive predictors of PTSD
onset emphasizes the way through which cognitiyeaagals of the trauma contribute to the
development of PTSD. Cognitive appraisals encom(a@ssxcessive negative appraisals of the
event and its sequelae (leading to a sense of pemhéhreat) and (b) behaviours and cognitive
strategies (i.e. dysfunctional behaviours and dognprocesses) driven to ease threat associated
with negative appraisals. Dysfunctional behavi@amnd cognitive strategies generated to reduce
the painful symptoms maintain the disorder advgrgbgnitive strategies include thought

suppression, avoidance, rumination, and persiglisabciation.

Seeking social support, problem versus emotiondedand avoidance are further coping
strategies used to deal with stress (Lazarus &riratk 1984). High levels of avoidance coping
style, high levels of emotion-focused coping siel low level of problem-focused coping style

are reported to significantly predict PTSD symptoms
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Following severe traumas, it is hypothesized tiH&P co-occurs with additional
disorders like mood/anxiety disorders (e.g. depoesphobias, TAG), somatic disorders (e.g.
somatisation), behavioural disorders (e.g. Drugaodhol abuse), interpersonal problems
(relationship problems, paranoia) (Perkonigg, Kas$torz, & Wittchen, 2000; Langkafel, &
Senf, 2004; Thabet, Abed, & Vostanis, 2004). EviahggPTSD prevalence and comorbidity in a
sample of young Germans (N=3021; aged 14-24 yeReskonigg et al. (2000) came to the
conclusion that traumatic events and full PTSD mayease the risk for other disorders, and vice
versa. As such, the association between PTSD andrbad disorders is likely to weaken

adjustment efforts and thus lead to severe disabiésn

Twelve years after the genocide perpetrated agairtst in Rwanda, survivors are
exposed to further factors challenging effortseocover from the genocide consequences. The
extent of the damage resulting from such an extreauwgnatic experience suggests the hardness
of its aftermath life. At the society level, thengeide created a large number of orphans
surviving to the death of their parents. Among ¢heiphans, a particular case is that of children
and adolescents heading household (CHH). As theisegypeople deal with the trauma and grief
from the genocide exposure, they must also struggheeet basic needs with limited or without
resources. Surviving in deleterious social and eroa deprivation (e.g. food insecurity,
homeless, isolation and marginalization) may imerinot only with the emotional and physical

growth but also maintain post-traumatic distrese@a et al., 2003).

This study evaluates persistent PTSD risk factoes population of children and
adolescents heading household (CHH) and who suhtivéhe 1994 genocide perpetrated

against Tutsi in Rwanda. Risk factors included gat®reminders, current socio-economic
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adversities and coping strategies. Further, theczsson between PTSD and general mental
pathologies is tested. The general mental pathedagiclude the 9 dimensions constituting the
Brief Symptoms Inventory scale (BSI, Derogatis, 839 Firstly, we expected that genocide
reminders and socio-economic adversities predi&@DPprevalence and secondary mental
pathologies’ onset (BSI). Secondly, we expected HTSD co-occur with secondary disorders,
that association increasing the likelihood of clicd?TSD. Thirdly, we hypothesized that the
stress generated by the socioeconomic adversitterauma reminders (here predictors) result
in PTSD depending on age, gender and respondesgisgn in the household. Finally, as far as
coping strategies are involved, we expected thgatnee coping strategies (avoidance,
rumination, emotion-focused) affect negatively tibcome (PTSD, BSI pathologies)
contrariwise positive coping strategies (cogniti@structuring/reorganization, social support,
problem-solving are postulated to be with beneffieféect. In that way, socio-economic
adversities and trauma reminders effect on PTSCBS81¢athologies development depending on
the type coping strategies individuals rely on.ugjicoping strategies are expected to mediate the

relationship between predictors and outcomes.

1. Method

1.1. Participants

Data were collected in August 2006, roughly 12 gedter the genocide. All participants
are orphans of the genocide and living in childdesBhousehold. Respondents are members of
survivors’ associations, mainly UYISENGA N'MANZI,@CM (Association of Orphan Heads

of Households) and IBUKA.
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1.2. Procedure overview

In 2006 summer, thMational Unity and Reconciliation CommissifMURC) organized a
15 days camp bringing together children and adel@scheading household (CHH) countrywide.
The camp aimed at creating solidarity between CH#iraising awareness on psychosocial
problems faced by these totally orphans. Our morts were recruited from those camp

attendees.

The sessions organised during the camp includadlsow economic problems affecting
CHH welfare and feeding post-genocide distressthat camp, | was invited as a keynote
speaker and addressed further issues related tgpgpchological outcome of the genocide. On
the occasion, | invited volunteers who could ac¢epespond to research questionnaires. Of a
population of 400 young participants who could raad write, 225 subjects (56.25%) completed
individually the questionnaire assessing traumanders of the genocide, social and economic

adversities, coping strategies, PTSD symptoms anmtbdid general mental health disorders.

Inclusion criteria included fully informed consdat the study, skills in reading and writing

native language. llliterates and psychiatric cdsesnly epileptics) did not take part.

1.3. Measures

In addition to sociodemographic variables (agedgenand respondent’s position in the
household), the survey comprised items assessjriga(ana reminders, (b) post-genocide social
and economic adversities, (c) coping strategigsR?{&ED and (e) comorbid general mental health
disorders. All data gathering instruments were @reg into respondents’ native language, the

Kinyarwanda.
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1.3.1. Outcome variables

1.3.1.1. PTSD assessment (UCLA PTSD Index, Pynoos et é@8)19

A shortened version of the UCLA PTSD scale (17 ggr= .87) was used to assess PTSD
symptoms, with one item for each of the 17 symptassociated with PTSD (DSM IV, APA,

1994).

1.3.1.2. General mental pathologies assessment (BSI, Desp3a083)

To assess general mental pathologies, namely cadndidorders, the “Brief Symptoms
Inventory (BSI; Derogatis, 1983) was used. The B3 self-report symptom scale designed to
measure levels of psychopathology and comprisesi@rsions of the general mental
pathologies which are anxiety, depression, hogtiihobic anxiety, interpersonal sensitivity,
somatization, obsession-compulsion, paranoid ideapsychoticism. In additional to the 9 BSI
classic clusters, the questionnaire comprised iaddititems related to modification of appetite,
sleep disturbance, thoughts of death and feelirguilty. Consisting of 53 items, participants’
native language version demonstrated excellentnateonsistencyo(= .94). The item grouping

into separate pathologies respected the autharisafio

1.3.2. Predictor variables

1.3.2.1. Socio-economic factors and trauma remg@erestionnaire (SEFTR)

The questionnaire was generated from a brainstgrsession on social conditions affecting

CHH life. Participants (N=170) were told to list arpaper all concerns dealt with. Analysing the
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accounts, a 14 items questionnaire was constrCwxhbach’s alpha =. 80). Items plotted
together into a factorial analysis (Varimax rotati€rincipal Component Analysis), 58.97% of
the variance was explained and four factors ex¢th@s presented in Table 1, the loaded factors
include (1) Continuous threat of dying, (2) preseotgenocide perpetrators, (3) Basic needs

satisfaction and (4) School and Health care comcern

1.3.2.2. Coping strategies Inventory (CSI, Tobiale989)

“Coping Strategies Inventoguestionnaire (16 items; Tobin, Holroyd, Reynokis,
Wigal, 1989), served in evaluating how people cofik major stress. The scale distinguishes
eight articulated factors characterizing two typestrategies including that known Begaged
coping(i.e. problem solving, cognitive restructuring, @mnal expression, seeking social
support) and that ddisengaged coping.e. problem avoidance, wishful thinking, selfticism,

and social withdraw).

TheKinyarwandaadapted version demonstrated weak internal cemsigt(Cronbach’s
alpha =.65). To ensure accurate results, itemslawthinter-items total correlations (less than

.20) were removed from the analysis (3 items,tem 1, item 10 and item 11).
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Table 1

Factorial items and Structure coefficients of tlieFSR scale

Items

Coefficient.

S A

10.
11.

12.
13.
14.

Factor 1 : Continuous threat of dying and abuse$386 of the

variance explained; Cronbachis = .72)
Anonymous threatening letters sent to survivors
Verbal and non-verbal intimidations

Violence and sexual abuse

People spoiling deceased parents’ properties reflieg from

Ongoing killings targeting survivors

Factor 2 : Presence of genocide perpetrators (23 70f the

variance explained; Cronbachis = .73)

Living in the neighbourhood of the genocide pergietrs
Release of genocide perpetrators from the jail
Negationism, which denies or minimizes the genogide
GACACA trials®

Factor 3 : Basic needs satisfaction (8.70% ofitagance
explained; Cronbach’s = .68)

Shelter (house)

Kitchen utensils

Livelihood

Factor 4 : School and Health care concerns

(7.91% of the variance explained; Cronbach'’s .59)
School fees (tuition, transport...)

School materials (books, pens, uniforms...)

Health care

73
.68

.66
.58

57

73
.70

.66

A7
73
72

.84

77

46

16C

Note: Four-Factor Solution with Varimax Rotatiorxtiaction Method: Principal Component

Analysis. SEFTR= Socioeconomic Factors and TraueraiRders.

* GACACA= is a Rwandan traditional form of communitynflict resolution whose aim is dealing peacgfulith

conflicts among neighbors. This form of justicédéng used to prosecute charges related to thé d®3ocide

against Tutsi.
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Table 2 Factorial items and Structure coefficienitshe CS |, Kinyarwanda version

Items Coefficient

Cognitive reorganisation (18.29% of the variancelexed)
1. | convinced myself that things aren’t quite as badhey seem 74
2. | worked on solving the problem in the situation 7.6
3. Ireorganised the way | looked at the situationth&ags didn’t look so bad .66

Social sharing (13.74% of the variance)

4. | found somebody who was a good listener -.82
5. | talked to someone about how | was feeling =77
6. | gotin touch with my feelings and just let them g -71

Rumination (12.30% of the variance)

7. | criticized myself for what happened -.83
8. | blamed myself -.78
9. | spent more time alone thinking on my situation 66-.

Resignation/behavioural avoidance (10.39% of theavae)
10. I hoped a miracle would happen and my problemsesblv .82
11. | wished that the situation would go away or sonvebe over with .80
Cognitive avoidance (07.91% of the variance)
12. | went along as if nothing were happening .78

13. | avoided thinking about the situation .62

Note Extraction Method: Principal Component Analy$atation Method: Oblimin with Kaizer
Normalization. CSI= Coping Strategies Inventory.
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Unlike the original factorial structure with 8 fac$ (2 items each), the factorial analysis
extracted 5 factors (62.63% of the variance expl#ii3 items) including cognitive
reorganization (18.29% of the variance explainsdgjal sharing (13.74% of the variance),
rumination (12.30% of the variance), resignatiohfgour avoidance (10.39% of the variance)
and the cognitive avoidance (7.91% of the variantaple 2 presents factorial structure of the

scale.

2. Results

2.1. Sample characteristics

A sample of 225 participants (50.7% girls, n=114swecruited aged between 15 and 32
years (M=20.76, SD=3.23) at the assessment. Wiirdeto the age, and given that data were
collected 12 years later; participants at the gelgoexposure were aged between 3 and 19 years.
All participants were young people living in “Chih and Adolescents Headed Household”
(CHH). With regard to participants’ position in theusehold, 57.3% (n=129) were caretakers of
their young brothers and sisters (42.2%, n=95).dihgpthe household is associated with gender
and ageX?(1) =11.152, p=.001 an208)=-4.103p<.001. Most of those heading household are
boys (60.46%) and older (M=21.52, SD=3.26) thaiir iblings (M=19.80, SD=2.91). The size
of the household is ranged between 1 and 15 inged(M=4.03, SD=2.67). Comparing the
household gender distribution, there are more @ulls4.45, SD=3.12) than boys (M=3.65,

SD=2.13) in the householt{150)=1.98 p<.05.

2.2. Descriptive data

Table 3 presents descriptive statistic of consuieegiables.
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Table 3 Descriptive statistics of considered vaeal(N=225)

Min Max M SD Skew Kurt
SEFTR Continuous threat 0 4 1.66 .89 .35 -.39
Perpetrators presence 0 4 2.54 1.10 .55 -.69
Basic needs satisfaction 0 4 2.36 1.13 71 -41
School and Health 0 4 1.83 .96 19 -43
Csl Cognitive restructuring 0 4 2.73 .78 49 .29
Social sharing 0 4 1.85 .93 .09 -.46
Rumination 0 4 1.83 .99 .09 -.86
Resignation 0 4 3.27 .93 .36 1.49
Cognitive avoidance 0 4 2.43 .97 .18 -.61
BSI Anxiety 0 4 1.70 .87 24 -.50
Somatization 0 4 1.49 .87 .18 -.58
Psychoticism 0 4 1.57 75 14 -.36
Paranoid Ideations 0 4 2.08 74 .01 -.05
Obsessive Compulsive 0 4 1.86 .66 .08 -.18
Hostility 0 4 1.08 .76 a7 A7
Phobic Anxiety 0 4 1.76 .84 .02 -.64
Depressive 0 4 1.55 .88 A1 -.70
Interpersonal Sensitivity 0 4 1.73 .86 .03 -58
Other symptoms 0 4 1.68 72 .04 -.23
GSl 0 3 1.65 .62 .08 -.49
PTSD Intrusion 0 4 2.29 91 31 -.58
Avoidance 0 4 2.18 74 .20 -14
Hyperarousal 0 4 1.93 .89 A7 =77
Total Score 0 4 2.13 72 .36 -.30

Note : Min=Minimum; Max=Maximum; M= Mean, SD= Standabeviation, Skew= Skewness;
Kurt= Kurtosis.SEFTR= Socioeconomic Factors and trauma remin@8k; Coping strategies
Inventory; BSI=Brief Symptoms Inventory; GSIGeneral Severity Index and is averaged over 49
items; other symptoms = unspecified symptoms opeiteg with different pathologies and are

evaluated with the 4 remaining BSI symptoms.
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High means scores indicate how intense are spetiBss factors (socio-economic
adversities and trauma reminders), post-traumgitigogoms (PTSD) and general distress (BSI)
experienced by respondents. With regard to stresbemg in contact with the genocide
perpetrators (i.e. still living together in the saarea) and basic needs satisfaction concerns (e.g.
shelter, food, etc.) are reported to be very disirg situations. Likewise, higher scores observed
on PTSD and BSI scales characterise the most mimd painful symptoms expressed by
participants. With regard to PTSD and BSI subscaspondents report high scores of paranoid
ideations (M=2.08, SD=.91) and post-traumatic isibns (M=2.29, SD=.91) and avoidance

(M=2.18, SD=.74).

2.3. PTSD prevalence

Table 4 presents PTSD prevalence as function qfgegeler and participants’ position in the
household. PTSD mean score entered as dependaetation and comparison analysis
(independent t-test) tested the association bet®wd&D symptoms and sociodemographic
variables (age, gender, position in the househ&ed3ults indicate that PTSD prevalence is not
related to ager{219)=.02,p>.05], nor the position in the household (beingaot the head),
t(178)=1.36p>.05. However, PTSD is function of gend&p23)=2.76p<.01). Compared to

their brothers (M=2.01, SD=.73), girls reportedi@gscores on PTSD scale (M=2.27, SD=.69).

Assessing PTSD prevalence rate, the 4-point LR&8D scale was transformed into a
dichotomous scale enabling the application of t8&OV (APA, 1994) criteria for PTSD
diagnosis. Thus, 0-1 points were recorded “Oanieg the absence of the symptom and 2-4
points as “1” meaning the presence of the symp#roording to the DSM IV (APA, 1994)

criteria, respondents with 1 or more intrusive sionps, 3 or more avoidance and 2 or more
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hyperarousal symptoms were to be diagnosed asRwi8D. In accordance with these DSM IV
diagnostic criteria, 76% of the sample (N=225) RESD diagnostic criteria, with a greater
prevalence for girls (53.2 %) and for those playimg headship role (61.4%) in the household.

Table 4

PTSD prevalence as a function of age, gender asdipo in the household (N=225)

Age' Gender Position in the
PTSD symptoms household
Girls Boys Member Head
Scale N=111 N=114 N=95 N=129
M(SD) r M(SD) M(SD) t M(SD) M(SD) t

Intrusion  2.29(.91) .01  2.50(.89) 2.08(.88) 3.51* 2.26(.96) 2.30(.87) -.226
Avoidance 2.18(.74)  -00 2.31(.73) 2.05(.72) 2%63* 2.09(.80) 2.24(.68) -1.53
Arousal  1.93(.89) .05 1.99(.83) 1.87(.95) .984  80(93) 2.02(.85) -1.81

Overall  2.14(.72) .02 2.27(.69) 2.01(.73) 2.76* 2.06(.80) 2.19(.65) -1.40

Note: **p<.01. PTSD= Post-traumatic stress disaort#erMean, SD= Standard Deviation. T The
association of PTSD prevalence and the age wadtdstough correlation analysis. Position in

the household distinguishes membership (Memberhaadship (Head).

2.4. BSI symptoms prevalence and comorbidity with PTSD
Table 5 presents descriptive statistics on BSles@deans and standard deviations), and the

association with age, gender, position in the hioolseand PTSD diagnosis.
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Table 5

BSI pathologies as function of age, gender, positiahe household and PTSD diagnosis (N=225)

BSI Symptoms Ade Gender Position PTSD diagnosis
Girls Boys Member Head Without PTSD With PTSD
Scale (N=111) (N=114) (N=95) (N=129) (N=53) (N=171)
M(SD) r M(SD) M(SD) t-test M(SD) M(SD) t-test M(SD) M(SD) t-test
ANX  1.70(.87) -10 1.86(.86) 1.57(.87) 2.79** 1.63(.97) 1.73(.79) .86 .88(.50) ..961.81) -11.54%**
SOM  1.49(.87) -11  1.55(.89) 1.43(.84) 1.03 38(91) 1.55(.81) 1.40 .84(.58) 1.70(.83) -8.41***
PSY 1.57(.75) -08  1.71(.71) 1.43(.77) 2.08** 1.48(.78) 1.62(.72) 1.46 .91(.59) 1.77(.68) -8124*
Pl 2.08(.74) -07 2.08(.71) 2.07(.78) .127 o(82) 2.13(.68) 1.36 1.49(.70) 2.26(.67) -7.14%*
ocC 1.86(.66) -11  1.98(.67) 1.75(.64) 2.57* 79(.69) 1.90(.63) 1.19 1.45(.60) 2.00(.62) -5.66**
HOS  1.08(.76) -03 1.14(.80) 1.02(.72) 1.13 121.86) 1.03(.66) -.897 .61(.41) 1.22(.78) -7.29**
PA 1.76(.84) -10 1.93(.78) 1.59(.85) 3.02* .7Q(.92) 1.79(.76) .752 1.09(.66) 1.97(.77) -745*
DEP 1.55(.88) -01 1.67(93) 1.42(.81) 2.13* .371.94) 1.66(.80) 2.37* .83(.62) 1.77(.82) -8.85*
IS 1.73(.86) -09 1.92(.87) 1.55(.82) 3.27*** 1.68(.91) 1.75(.82) .616 1.14(.73) 1.91(.82) 96%0
GSI 1.65(.62) -09 1.75(.60) 1.54(.63) 2.61* 286) 2.19(.65) 1.39 1.02(.39) 1.84(.54) -10.17%*

Note: *p<.05; **<p.01; **p<.001; ' the association of PTSD prevalence and the ageestesd through correlation analysis.
Position in the household distinguishes member@gmber) and headship (Head). PTSD symptoms didigrzegegory includes
participants with negative diagnosis (Without PT3D) those with positive diagnosis (With PTSD). ANXnxiety, SOM=
Somatization; PSY=Psychoticism; Pl= Paraoid ideatfdC= Obsessive-compulsive; HOS= Hostility; PA-oBie Anxiety;

DEP=Depression; IS= Interpersonal sensitivity. GGeneral Severity Index.
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2.4.1. BSI symptoms association with age, gender andiposit the household

Correlating GSI as dependent, general psychopajiasonot associated neither with age,
r(225)=.09,p>.05, nor the position in the househdi@22)=-1.45p>.05. Although GSI is not
associated significantly with the predictor “pasitiin the household”, analysis on depression
subscale demonstrated significant effect of thdipter,t(183)=-2.37 p<.05. Those playing the
headship role in the household are more vulnetaldepression symptoms (M=1.66, SD=.80)
than their siblings (M= 1.37, SD=.94). Also, genenantal pathology (BSI scale and subscales)
was found to be significantly associated with gent§223)=2.61p=.010. Compared on their
GSI means, female participants score higher (M51S5=.60) than boys (M=1.54, SD=.63).
Similarly, significant differences {05) between girls and boys are observed on BSpgyms
subscales. Higher mean scores are observed wishogiranxiety, psychoticism, obsessive-

compulsive, phobic anxiety, depression and intesqraal sensitivity (see Table 5).

2.4.2. Association between PTSD and BSI symptoms

Estimating the association between PTSD score amKal Severity Index (GSI, total
score on BSI), correlation analysis demonstratexhgtand significant positive association
between PTSD score and GBR25)=.76,0<.001. Participants with PTSD are more vulnerable
to further psychological and psychiatric disordémgesting the difference on GSlI level,
independent-test was computed with PTSD diagnosis as indepgnidibere is significant effect
of PTSD diagnosis on GS(119)=-12.04p<.001. Positive PTSD diagnosis is impressively
associated with high scores on GSI. Participantis RTSD report intense symptoms of general

mental pathologies (M=1.84, SD=.54) as comparatidee with non PTSD (M=1.02, SD=.39).



Chapter 5 Moderating and mediating factors 16&

PTSD diagnosis increased the risk for secondaiyopagical onsets. Secondary disorders with
particularly pronounced correlations with PTSD ud# anxiety f(225)=.71,p<.001], depression
[r(225)=.59,p<.001], somatisatiorr (225)=.59,p<.001], psychoticismr[225)=.59 p<.001],

paranoid ideation [r(225)=.56, p<.001].

2.4.3. Predicting PTSD and BSI symptoms by SEFTR

Analysing the socioeconomic adversities and traten@nders (SEFTR) effect in predicting

outcomes (PTSD and BSI disorders) correlation agdession analysis were conducted.

2.4.3.1. Correlation analyses

Correlations between socio-economic stress, traeménders (SEFTR) and the
outcomes are presented in Table 6. Apart from dchad health care concerns, it appears that
PTSD and symptoms subscales are significantlye@lt predictors. Continuous threat, being in
contact with genocide perpetrators, concerns atagit needs satisfaction are strongly
associated with the likelihood of posttraumatidréiss. Such unsafe environment and unsecure
life conditions undermine the sense of safety awaisty involved in PTSD adjustment. Instead
of bearing resilience resources (protective fagt@sch an environment maintains initial trauma
reality and increase the likelihood of intrusiotisys poor PTSD adjustment.

Like PTSD, GSI and subscales correlate signifigantth most predictors p05). The
severity of post-trauma conditions increases #adihiood of additional secondary disorders. For
instance, severity of basic needs satisfaction@mscis associated with somatization symptoms,

[r(225)=.41,p<.001], and depressiorr(R25)=.34,p<.001. Similarly, being permanently



Chapter 5 Moderating and mediating factors 16¢

confronted with own abusers, and associated threatglates significantly with the GSI and BSI

subscales.

Table 6 Correlating PTSD and BSI with SEFTR as igted (N=225)

Predictor variables

Continuous Perpetrators Basic needs School and Health
Outcome variables threat presence satisfaction  care concerns
PTSD Symptoms
PTSD score NG Rkl 367+ 31+ 11ns
Intrusion 2T*F* .30%** 20** .10ns
Avoidance 23F** 30%** 26%** .14ns
Hyperarousal 30*** . 34x** 34rH* .10ns
BSI pathologies
GSI 23+ 34%** 367+ 21**
ANX 23 33 347+ 22%*
SOM 13* 33 0 Rl .20**
PSY .16* 247 28*** .10ns
Pl 23+ .18** 20** .10ns
ocC .08ns .19** 25%** 22%*
HOS 25%** 23 .12ns .09ns
PA A7 30%** 29%** 19**
DEP A3* 2T 34rr* 15*
IS .07ns A3* 24%** 22%*
Others 28%** 35%** 18** .12ns

Note *p<.05; **<p.01; **p<.001. PTSD= Posttraumatitress disorder. BSI = Brief symptoms
inventory and include ANX= Anxiety, SOM= Somatizat] PSY=Psychoticism; Pl= Paraoid
ideation; OC= Obsessive-compulsive; HOS= HostilRy= Phobic Anxiety; DEP=Depression;
IS= Interpersonal sensitivity GSI= General Severity Index and is averaged oveteSs;
remaining 4 items assess symptoms overlappingdifitterent pathologies. SEFTR=

socioeconomic factors and trauma reminders.
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2.4.3.2. PTSD and BSI symptoms prediction by the SEFTR

Regression analyses were conducted to predict RINABSI pathologies by the
socioeconomic factors and trauma reminders (SEFT&Yle 7 presents regression analysis

summary.

Table 7 Regression analyses summary predicting PArRCBSI| by SEFTR (N=225)

Dependent variables

Predictors PTSD BSI

Model (Linear) B t B t
Continuous threat 15 2.20* .06 .88
Perpetrators presence 21 2.80** 19 2.63**
Basic needs satisfaction 21 3.18** .26 391*
School and Health concerns  -.01 -.22 .08 1.27

Entire Model F(4,220)=13.06*** F(4,220)=13.39***

Note ** p<.01; ***p<.001. PTSD= Posttraumatic stress disorder. BStief Bymptoms

inventory. SEFTR= socioeconomic factors and travenainders.

Each outcome (here PTSD and BSI total scores) agessed on predictors (here socio-
economic adversities and trauma reminders). Allicters entered together into the regression
equations, the entire model indicate significafeé@fof socio-economic adversities and trauma
reminders in predicting PTSD and BSI pathologigtﬁRf:i?,F(4,220):13.06p<.001] and
[Adj R’=.18,F(4,220)=13.39p<.001] respectively. Testing for best predictoenaride

perpetrators presence and basic needs satisfacgomith main effect in predicting PTSD and
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BSI pathologies. Obtained beta indexes, and thi#éymsignificant relationship, indicate that
individuals who are exposed to higher levels asgr(resulting from socioeconomic adversities

and trauma reminders) also present higher leveST&D and BSI pathologies.

2.4.3.3. Moderation of the effect of SEFTR on PTSD

Moderation analysis, like mediation, requires thatderating and dependent variables are
significantly associated. Alike, only significammeglictors are computed in the analysis.
Preliminary correlations demonstrated that onlydger{imoderating variable) correlates
significantly with PTSD (dependent)225)=-18,p<.01, whereas age and position in the
household didn’t. The latter were therefore exctuffem the moderation analysis. Given the
significant relationship, gender was hypothesizeshbderate SEFTR effect on PTSD. With
regard to predictors, only those with significafieet on PTSD are considered in the analysis;
i.e. continuous threat, genocide perpetrators poesand basic needs satisfaction. School and

Health care concerns variable is not included énrttodel.

Firstly, predictor values were centered by subingdhe variables mean from each value and
thus creating new variables (Aiken & West, 1991rd®a& Kenny, 1986). Being a dichotomous
variable, gender was coded -1 (girls) and 1(bdys$graction term of predictors by gender
(moderator) was created by multiplying the pred&toentered main effect by gender.
Subsequently, predictors centered value, gendemagciction terms were entered into a
hierarchical regression analysis. Tables 8-10 pteggression analysis summary. Further,

moderation graphs were drawn for more effect depigFigures 1-3).
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Table 8 Regression analyses moderating PTSD by
gender, continuous threat and their interaction

Regression analysis summary

Model: Ryg=.14,
F(3,221)=13.04***

B t
Gender(A) -.15 -3.42**
Continuous threat (B) .33 5.40%**
Interaction (AxB) -.09 -1.51

Note **p<.01; ***<.001. Gender is coded -1 (Girls)
and 1(Boys).
PTSD= Posttraumatic stress disorder

Table 9 Regression analyses moderating PTSD by
gender, genocide perpetrators presence and their
interaction

Regression analysis summary

Model: Rzadj=.16,
F(3,221)=16.07***

B t
Gender(A) -.23 -2.29*
Genocide perpetrators .38  56.25***
presence (B)
Interaction (AxB) .02 .249

Note *p<.01; ***<.001. Gender is coded -1 (Girls)
and 1(Boys). PTSD= Posttraumatic stress disorder

Table 10 Regression analyses moderating PTSD by
gender, basic needs satisfaction and their inieract

Regression analysis summary

Model: R,g=.14,
F(3,221)=13.87***
B t
Gender(A) -.24 -
3.94xxx
Basic needs satisfaction (B) .35 5.64***
Interaction (AxB) -.02 -.434

Note *p<.01; ***<.001. Gender is coded -1 (Girls)
and 1(Boys). PTSD= Posttraumatic stress disorder
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Secondly, reported results reveal main effect o Ippedictors and moderator in predicting
PTSD. Interpreted like Pearson correlations, pesiind significant betas ascertain that
respondent severely concerned by basic needsagsitisf report intense PTSD symptoms. Also,
given negative and significant correlation with den results indicate that PTSD is associated
with gender. Results presented earlier (see PT8{af@nce) show that girls score higher on
PTSD than boys. Still, these results don’t demastsignificant interactiorf=-.02, p>.05, i.e.

the interaction term doesn’t add significant vaceum predicting PTSD.

2.5. Coping strategies

2.5.1. Correlations analysis

Correlating PTSD with coping strategies evidented PTSD symptoms are weakly
related to social sharing(225)=.15,<.05, and moderately associated with rumination,
r(225)=.47p<.001. The positive correlation between PTSD amdimation indicates that the

rumination impacts on the outcome.

2.5.2. Predicting PTSD on coping strategies as predictors

Multiple linear equations regressed PTSD mean smom@oping strategies. Table 11
presents regression analysis summary. Overall msdénificant AdjRe=.22, F(5, 219)=13.61,
p<.001. Also, unique significant effect of ruminatio predicting PTSD is demonstrat¢#. 45,
t=.7.40,p<.001 Entering rumination score as dependent, and PTi&hdsis as predictor,
independent-test shows significant difference between peopta WIrSD (M=2.43, SD=.51)

and that with negative PTSD diagnosis (M=1.18, 3B¥%1(222)=-16.10p<.001. Data indicate
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that respondents with increased use of ruminatieagmnt worsened PTSD symptoms. The use of
ruminative strategies when confronted to post-traticycues, or secondary stress, is associated

with poor PTSD adjustment.

Table 11 Regression analysis summary predictingdP@iscoping strategies (N=225)

Predictors PTSD

Model (Linear) B t
Cognitive restructuring .01 234
Social sharing .05 .902
Rumination 45 7.40%**
Resignation -.05 927
Cognitive avoidance .04 .736

Entire Model F(5,219)=13.61***

Note*** p<.001. PTSD= Posttraumatic stress disorder

2.5.3. Mediating effect of rumination in predicting PTSBdaBSI pathologies

Being a subjective psychological mechanism, runmats hypothesized to mediate the
predictor effect (here, socio-economic adversdies trauma reminders) on PTSD.

According to Baron and Kenny (1986), four stataticonditions are required before a
variable can be considered as mediator. Firstéyptiedictors (here, SEFTR) must be
significantly associated with the hypothesized ratati (here, rumination). Secondly, the

predictor must be significantly associated with dependent variable (i.e. PTSD). Thirdly, the
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hypothesized mediator must be associated withepemtent variable. Fourthly, the impact of
the predictor on the dependent variable must becest] after controlling the effect of the

hypothesized mediator.

Initial analyses revealed significant correlatite$ween rumination and predictors, i.e.
continuous threat€.26,p<.001), genocide perpetrators’ presenee3db,p<.001) and basic
needs satisfaction concerms.@0,p<.001). Similarly, rumination is associated withStT,
r(225)=.47p<.001. Regression analysis predicted PTSD (depenvdeiable) on predictors and
results highlight predictor variables qualifyingpredicting PTSD (Baron and Kenny’s condition
2). These are continuous threat, perpetrators presend basic needs satisfaction concerns (see
Table 3). In the same way, a unique and signifieffieict of rumination in predicting PTSD is

demonstrated (Table 1)+.45,t==7.40,p<.001.

Figures 4-8 present mediation paths. Mediationysialvas carried out in respect to the
mediation model of Baron and Kenny (1986, Brauéf@. In accordance with the model,
significant correlation maintained between preditnd PTSD (dependant variable) after
controlling for the mediator effect confirms a parmediation. Given that correlations are
reduced and remain significant when controllingrfegdiator (rumination), rather than being
eliminated, rumination mediates partially the relatetween predictor variables and PTSD. It
could be unrealistic to expect, particularly in altiple trauma context like the present one, that a
single mediator would explain completely (full matiibn) the relation between PTSD symptoms
and predictor variables. In addition, the mediagiffgct of rumination over BSI pathologies was
assessed. Like PTSD, rumination mediates partiadypredictors’ effect on BSI pathologies

severity.
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Further, Sobel Tests were conducted to assesgtmnécance of the mediation. In other
words, Sobel tests examined whether the indirdéetedf predictors (i.e. socio-economic
adversities and trauma reminders) on PTSD and B®iopogies development through the
rumination (mediator) is significant. Calculatedalues are consistent with the assumption of

the existing significant partial mediation (seeUf&s 4-8).

Mediator variable
Rumination

47***
i 23***
(.42+F

Independent variab | .31** Dependent variab
Continuous Threat | (.22%) > PTSD

Type of Mediation : Partial
Sobel Z-value : 3.50, p<.05

Note Standard Coefficient of continuous threat on PTBDect: .20, Indirect: .11.
Coefficients appearing above lines ireeights for uncorrected paths.
Coefficient in parentheses appearing below lingsvigight for corrected path, ***p<.001.

Figure 4: Rumination mediating the indirect effe€tontinuous threat on PTSD

: : Type of Mediation: Partial
Mediator variable Sobel Z-value: 4.26, p<.01
Rumination

47***
.35***
39**

Independent variable | .36*** Dependent variable
Genocide perpetrators (.22%%) g PTSD
presenc

Note Standard Coefficient of Genocide perpetratorsgmee on PTSD: Direct: .18,
Indirect: .12. Coefficients appearing above linesp weights for uncorrected paths.
Coefficient in parentheses appearing below lingsvieight for corrected path, ***p<.001.

Figure 5: Rumination mediating indirect effect afridcide perpetrators presence on PTSD
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Mediator variable . ,
Type of Mediation: Partial

Rumination Sobel Z-value: 3.92, p<.05
N
'30***
(.42%%)
Independent variab i i .| Dependent variable
Basic needs satisfaction| (18 PTSD

Note Standard Coefficient of Basic needs satisfactiofP TSD: Direct: .18, Indirect: .12.
Coefficients appearing above lines fireeights for uncorrected paths. Coefficient in pdneses
appearing below lines pweight for corrected path, **p<.01, ***p<.001.

Figure 6: Rumination mediating indirect effect @fdg: needs satisfaction on PTSD

: : Type of Mediation: Partial
Mediator variable Sobel Z-value: 4.93, p=.001
Rumination
.62***
.35***
(_57***)
Independent variable .34 | Dependent variable
Genocide perpetrators (.14%) i BSI
presenc

Note Standard Coefficient of Genocide perpetratorsgmee on BSI pathologies: Direct: .14,
Indirect: .20. Coefficients appearing above linesf weights for uncorrected paths. Coefficient
in parentheses appearing below linel vgeight for corrected path, *p<.05, ***p<.001.

Figure 7: Rumination mediating indirect of Genocjskrpetrators presence on BSI pathologies

: : Type of Mediation: Partial
Mediator variable Sobel Z-value: 4.35, p<.01
Rumination

KoY ki
30*** (.56***)

'36***
Independent variable o » Dependent variable
Basic needs satisfaction (.19™) BSI

Note Standard Coefficient of Basic needs satisfactiofBS| pathologies: Direct: .14, Indirect:
.20. Coefficients appearing above linesfareeights for uncorrected paths. Coefficient in
parentheses appearing below lineg vgeight for corrected path, **p<.01, ***p<.001.

Figure 8: Rumination mediating the effect of Baseds satisfaction on BSI pathologies
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3. Discussion

The aim of this study was to investigate post-getetactors and subjective mechanism
contributing to PTSD persistence within a populatd Children and adolescents Heading
Household (CHH). Further, the study assessed catrategies used and their mediating role in
predicting PTSD and comorbid disorders. The astooiaf PTSD with comorbid disorders was

also estimated.

We expected that genocide reminders and socio-eugradversities increase PTSD
prevalence and secondary pathologies’ onset (B3&ta from this study pointed out the types of
stressors CHH are exposed to. Survivors of maksdsland community violence are trapped in
double traumatizing situations. Survivors live withumas wounds of their past experience from
which they were severely affected by its magnitade losses encountered (see Chapter 3). In
post-conflict, more than in case of normal lifeess, there are important secondary traumatic
adversities and trauma/loss reminders predictiray pecovery from the traumatic exposure. Data
from this study indicate the role of this precas@nvironment in which survivors are living in.

We realized that such an environment is of graatpact on their mental health wellbeing.

Trauma-related secondary adversities constitueedditional source of stress and
interfere with the ability to cope with posttraumsagyndrome (Saltzman, Steinberg, Layne,
Aisenberg, & Pynoos, 2002; Goenjian et al., 199&}h regard to the post-genocide situation in
Rwanda, the family and community ecology that mateeposttraumatic reactions is shattered as
a result of the genocide. This includes the chamglee daily life within family (i.e. income

resources, shelter, health, schooling faciliti¢s,) ethe death of key family caretakers (e.g.
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parents and others), thus engaging survivors iree poverty and loneliness. Further, the
genocide undermines the traditional neighbourh@delty, made the whole community
suspicious, installed hatred, thus lowering saRiglport opportunities, with significant negative
effect on the development of PTSD symptoms and cbithalisorders onset (Overstreet &

Braun, 2000).

The genocide in Rwanda seems to be particularlpwdweming several years after it was
committed. Given the extent of damages, at eadieskilometre in the country, there are many
reminders evoking the genocide and its damageseTae for example memorial sites built
everywhere in country alongside the main roadsmaeeting with people who were involved in
the genocide crime. Such reminders are assoaciatkdntense psychological and physiological
reactivity, and serve to provoke and maintain pi@gtmatic distress (Saltzman, Steinberg,

Layne, Aisenberg, & Pynoos, 2002).

Some traumas reminders have threatening effectewbathe time elapsed. For instance,
victims are consistently meeting and interactinthwineir abusers or conspirators. That regular
contact with genocide perpetrators or conspiratastains the sense of hopelessness,
uncontrollability of the situation and feeds a panmant sense of threat and insecurity. That
unwanted confrontation defies survivors’ copingggies in that it reactivates the initial
traumatic distress and exacerbates all the questibimpunity, injustice and the feeling to be a

victim (Pynoos et al, 1991).

We also expected that PTSD co-occurs with secortiaoyders, that association

increasing the likelihood of chronic PTSD. Ouraddemonstrate significant association between
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PTSD and comorbid disorders. The explanation sfdlssociation is twofold. Firstly, risk factors
for persistent PTSD predict additional pathologiadurn, these comorbid pathologies
complicate the posttraumatic symptomatology (FrestdrBrandes, Peri, & Shalev, 1999). For
example, the hardness of life conditions and tleatenenvironment generate anxious and
depressive disorders, at the same time they wé$&D symptoms. Secondly, it could be noted
that, depending on psychological mechanisms anshggprategies, PTSD can lead to the
development of various pathologies. For exampl@imating on PTSD symptoms and the
appraisal that life has changed for worse, PTSi2ptst may engage in depression or

somatisation.

Existing literature evidenced substantial comotgibetween PTSD and other disorders
such as depression (Thabet, Abed, & Vostanis, 2@@atization or other disorders. These
comorbid disorders are ubiquitous to PTSD symptbatsould also result from the effect of
socioecomic adversities and continuous threatcaged with the post-disaster context. In their
study on widows who survived the genocide in Rwaktigengimana, Hinton, Bird, Pollack, &
Pitman (2003) found that Rwandan widows, for livimgh panic attacks, had developed greater
psychopathology that included PTSD, somatic symptand depression. As such, the authors
emphasized that somatically focused panic-attabkypes constituted a key response to trauma
in that population of genocide survivors in Rwandangruent with these findings, our results
show that PTSD diagnosis is associated with a cexnjpixonomy rather than being a single and

isolated disorder.

Thirdly, we hypothesized that predictor effectsRarD are moderated by age, gender

and respondent’s position in the household. Thesm@agtion is not confirmed by our results. As
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moderation could be defined in terms of interacbetween two independent variables in
predicting the dependent, our data didn’t yield aigyificant interaction effect. However,
predictors and hypothesized moderator variablesodstrated significant effects in predicting
the outcome (PTSD). Analysing gender differencdeslifigs show that girls reported higher
scores on PTSD and reported more stressful socioetic adversities and trauma reminders
than boys. Even if the gender didn’t qualify foraeoating effect, it exerts a great effect on

PTSD prevalence.

Finally, we expected that coping strategies medretaelationship between predictors
and PTSD. Correlation and multiple regression tesntlicated a significant effect of the coping
strategies on PTSD level. Our data show that rutieinanediates partially the relationship
between risk factors (socioeconomic adversitiestemuma reminders) and the prevalence of
PTSD and comorbid disorders (BSI pathologies). Ruation is recognized to be a maintaining
factor of various disorders such as depressionKM&& Baracaia, 2001, 2002) and PTSD
(Ehlers & Clark, 2000). When ruminating, peopleuson negative material and increased
negative appraisals of the consequences of them&athus maintaining the sense of current
threat and that situation has changed for worsd@melver. Peoples using rumination in coping
with the distress, instead of recovering from tisgimptoms, are adversely affected. With regard
to the situation of CHH in Rwanda, rumination migeem to them to be a positive strategy
given their tremendous situation and cultural glielaving to afford theirs needs (food,
security, justice, social integration, school.t.3ach a young age, facing the imposing number of
genocide perpetrators or suspects in the commaniiythe cultural values of retaining one’s
emotions (Gishoma & Brackelaire, 2008), increagdlitelihood of the rumination and its

consequences.
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Our results have a double implication for intervemt Foremostour results show that
CHH are suffering from a complex form of traumaticess exposing them to chronic PTSD and
comorbid disorders. This reality stresses the @steof psychosocial program dedicated to
address socioeconomic adversities and social isonlaf that vulnerable group of young people
heading household. Given that resources helpinglpao post-conflict are scarce, psychosocial
interventions are intended to establish safetydfsbelter, school, etc.) and to connect survivors

to restorative resources.

Second, considering the significant effect of ruaion in predicting PTSD and comorbid
disorders, it could be necessary to develop pspgil interventions aiming at modifying the
nature and the content of rumination. Instead ofd#&apped into a circle of ruminative thinking
and avoidance behaviours, people should be eduttatemimas consequences, encouraged to
express their emotions, to seek support, to chregeappraisals towards traumas reminders,

etc.
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Abstract

This study assessed the outcome of a brief Rurnm&wcused Cognitive and Behavioral
intervention in treating Posttraumatic Stress RIsol(PTSD) symptoms among Rwandan
adolescent survivors of the 1994 genocide. Allipgrants (54.5% female, N=22) aged between
15 and 18 years (M=16.55, SD=.96) met criteriaH®6D as assessed by the PTSD self-rating
scale (UCLA PTSD index). Measures included questnes assessing PTSD, depression and
somatization. Data were obtained at four poinfs1(ayears after the genocide (baseline), (b) 13
years after the genocide (pretreatment), (c) pestinent (2 weeks after the treatment), and (d)
followup (2 months after the treatment). PTSD syonp increased between baseline and
pretreatment. The intervention was associated avitduction in PTSD symptoms, with gains

maintained at followup.

KEY WORDS: children; adolescents; genocide; PT3iervention; Rwanda
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In their cognitive model of posttraumatic symptoatagly, Ehlers and Clark (2000)
distinguish three types of subjective factors aotiog for the persistence of posttraumatic stress
disorder (PTSD). First, negative evaluations ("adaeanings”) of the trauma and/or its
consequences or aftereffects (intrusions, hypesatpdrive the impression of continuous threat.
These evaluations maintain the intrusions togeidtlir the physical sensations of malaise, which
in turn trigger mechanisms of rumination (Beharelig, & Borkovec, 2005; Borkovec,
Newman, & Castonguay, 2003). Second, the natutieeoemory of the trauma (difficulty in
cognitive integration of the trauma) explains tseblishment and the persistence of intrusions,
which later create sensitive triggers for the ruation. Third, apprehensive evaluations motivate
a set of behaviors (e.g., avoidance) and dysfumaticognitive strategies (e.g., thought
suppression, rumination) intended at reducing ¢ledirig of current threat. However, instead of
reducing symptoms, these factors actually mairtandisorder by preventing changes in the

apprehensive evaluations and in trauma memory.

Ehlers and Clark’s (2000) model has been recentiyneled in a meta-cognitive model
(Wells & Sembi, 2004). The latter model particufastresses metacognitive processes, mainly
anxious rumination, that hinder the normal proeadssdaptation to trauma. It postulates that the
alleviation of anxious ruminations and of interptaete and attentional biases on one hand, and
the strengthening of metacognitive flexibility, e other hand, should foster more adaptive
cognition and alleviate symptoms. Clinical findingdeed suggest that rumination-focused
interventions may reduce and alleviate PTSD sympt(ihlers & Clark, 2000). More generally,
clinical evidence (Segal, Williams, & Teasdale, @08uggests that the more successfully clients
can disengage from rumination and avoidance, the mfbective they can be in regulating their

feelings and resolving their problem.
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This paper presents a study conducted in Rwandeansample of young survivors of the
1994 genocide. It assessed the effects of Rumm&tcused Cognitive Behavioral Therapy
(RFCBT) in treating persistent PTSD and associdisorders such as depression and
somatization. Previous data collected 12 yeaes #it genocide (Sezibera & Philippot, in
preparation) revealed a high prevalence of PTSDpsyms in a large sample of this population
(N=232; PTSD prevalence: 71.6%). Consistent withteygdindings (Michael, Halligan, Clark, &
Ehlers, 2007), our later data indicated that ruthveacoping strategy was the best predictor of
PTSD symptomsfi= .47,t=7.80,p <.001), while other coping strategies, includimglpem
solving, cognitive restructuring, expressing emugicand seeking for social support, were not
significant predictors. Likewise, PTSD was strongbsociated with depressiarid25)=.59,

p<.001] and somatizatiom(R25)=.59,p<.001].

This evidence together with the theoretical ratiertd Ehlers and Clark’s model (2000)
suggest that an intervention targeting the natndethhe content of rumination should reduce
PTSD symptoms. In addition, previous researchéNdloeksema, 2000; Watkins et al., 2007)
indicates that rumination-focused interventionsusth@lso be effective in alleviating depressive

symptoms, which commonly occur in th&ermath of trauma (Thabet, Abed, & Vostanis,£00

The present study adopted a within subject desidgre “natural” evolution of PTSD
symptoms was observed two years before (baselmkjust before the intervention
(pretreatment). Then, symptoms were again asseswsgdhe intervention (posttreatment) and at

a two-month followup.
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1. Method

1.1. Participants

In September 2005 (baseline), that is 11 years thiégegenocide in Rwanda, PTSD
prevalence was assessed in a large populatiorpbfins of the genocid&l€232). A significant
portion of them (71.6 %) met DSM-IV criteria fodeaagnosis of PTSD (American Psychiatric
Association, 1994). Two years later, individualshra PTSD diagnosis at baseline were searched
and contacted to participate in the present stitlthe pretreatment assessment (February 2007),
of the 166 individuals that had received a PTSymsis at baseline, 22 (12 girls) could be
located and agreed to take part in the study. dtaikation of potential participants was
particularly difficult given that, in the Rwandach®ol system, children are reallocated to
different schools after their third year of secaydschool. At pretreatment, the 22 located
participants still all satisfied PTSD diagnosidenia. They were aged between 15 and 18 years
(M=16.55, SD=.96). Participants were recruited frioigh school of survivors’ association of the
genocide (Association of the Students SurvivorthefGenocide). Inclusion criteria consisted of
meeting PTSD diagnostic criteria at baseline aetrgatment and willingness to attend
therapeutic sessions. None of the participantdbald be located refused to take part in the

study.

1.2. Measures
At each assessment (baseline, pretreatment, misteat, and followup) questionnaires
were administered to the participants. They weesgnted irKinyarwanda the participants’

native language and were completed in a group@essithe presence of the experimenter who
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assisted participants by individually answering gogstion raised. The questionnaire package

included the following questionnaires:

PTSD was assessed with the UCLA PTSD index (Pyrieodriguez, Steinberg, Stuber,
& Prederick, 1998), which is a 17-item measureheffrequency of PTSD symptoms. The index
showed satisfactory internal consistenay.(/7 at pre-test anal= .91 at posttreatment) in its
Kinyarwandaversion. This version was constructed on the lEsseveral independent
translations by Rwandese experts and Rwandesegisggtstudents of the English version of

the questionnaire. Any difference in translatiorswigscussed and resolved.

The Brief Symptom Inventory subscales (Derogatisiélisaratos, 1983) were used to
assess symptoms of depression (6 itersg0) and somatisation (7 itents;.84). The
depressive symptoms assessed were suicidal idepgmsistent depressive mood, feelings of
solitude and loneliness, pessimism and despairneghrd to the future, and self depreciation.
Somatisation symptoms assessed were shortnessathpnausea or stomach troubles, dizziness

or fainting, or chest pains.

1.3. Treatment Protocol

Participants received up to 10 weekly sessions ddtration of two hours maximum.
Based on the protocols of Borkovec (Borkovec, New&aCastonguay, 2003) and Watkins
(Watkins & Baracaia, 2002), a rumination-focusegivention protocol was adapted for this
population. The protocol was constructed accortbnigpe following rationale, which integrates

the key-processes of Ehlers and Clark’s (2000)Zembi and Wells’ (2004) models.
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After a session of psychoeducation on PTSD, ppéants were invited to re-evoke
traumatic experiences and to identify their reaxgtiovhen confronted to the trauma and the
coping strategies they spontaneously used. Thertirghtment focussed on rumination that was
functionally analysed; more adaptive alternativesexprovided and trained. Specifically, it
included (1) psychoeducation about trauma and easttatic stress symptoms, (2) narrative
exposure to traumas reminders (in session exeyc{8gsdentification of cognitions, emotions
and EDB (emotional driven behaviours) associatdl thie traumas of the genocide, (4)
analyzing the coping strategies used when anxiodfadistressed, (5) analyzing the function
and the effectiveness of the rumination strate@yidentifying and testing alternatives on
rumination experiences. To enhance rumination ogntreekly homework exercises were given
to the participants : (1) attempting exposure aoma reminders (in vivo and in imago), (2)
identifying and challenging avoidant strategiestfdiction, isolation, withdraw from the
reminders and other subtle behaviours), (3) manigaanxiety and depression signals, (4)
following up coping strategies used naturally whkestressed and/or depressed, (5) challenging
rumination function (participant monitoring the dtion and effectiveness of the rumination
benefit), (6) exercises on alternative strategasimination (e.g. disclosure and social sharing of
emotions). Participants were encouraged to idemttfysive thoughts; to consider alternatives to
intrusion and associated rumination; and to tesptiobability that the thoughts corresponded to
reality. All sessions were organized in groups of B participants taking place in the setting of

their school.
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2. Results

2.1. Maintenance of PTSD Symptoms over Time

Descriptive statistics are reported in Table 1.pdtticipants presented the full range of
PTSD symptoms at baseline (Time 1) and pretreatfémie 2). This attests that participants
didn’t recover from PTSD in spite of the two yealapsed. Pairedtest conducted on the PTSD
index between Times 1 and 2 indicated an increasgmptom frequency at Time 2 compared to
Time 1,1(21)=4.44,p<.001;M(SD)=2.61 (.61) M(SD)=2.06 (.22) respectively. Compared to
Time 1, specific symptoms were more frequent atel&nspecifically, cognitive, emotional, and
behavioural intrusions (Symptoms B1, B2, and B&3tnicted range of affect (C6), difficulty

falling or staying asleep (D1), and the hypervigda for danger (D4).

Table 1

Descriptive statistics of the dependent variabletha different times of measurement

Baseline  Pretreatment Posttreatment Followup

(N=22) (N=22) (n=22) (n=18)

M SD M SD M SD M SD

Intrusions subscale 2.28 .50 291 .71 1.70 .61 1.686
Avoidance subscale 2.08 .43 252 B3 1.62 1.05 1.4B6
Arousal subscale 1.82 .39 2.44 .80 1.49 .85 1.4603 1.

PTSD total score 2.06 .22 261 .61 1.60 .80 1.504 .7

Note: M= Mean; SD= Standard Deviation
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2.2. Association of PTSD, Depression, and Somatisation

Assessing PTSD and co-morbid disorders associdiigatiate and partial correlations
were calculated at all times of measurement (s&e1). Positive and significant correlations
between PTSD, depression, and somatisation weex\atls Further, partial correlations between
PTSD and depression are maintained when contrdiingomatisation at the pretest19)=.89,
p<.001, the posttreatmem{19)=.77,p<.001, and the followup(15)=.80,p<.001. However,
partial correlations between PTSD and somatisatiemo longer significant when controlling

for depression.

Table 2 Correlations among PTSD, depression andaiaation symptoms

PTSD
Pre-test Post-test Followup
(N=22) (N=22) (N=18)
Depression .97 .80~ .86
Somatization .57 44" .55

Note *p<.05, **p<.01, p<.001

2.3. Treatment Outcome

An ANOVA with gender as between-subjects factor ame (pre- versus posttreatment)
as within subject factor revealed a main effedirog in reducing the frequency of PTSD
symptomsF(1,20)=23.57 p<0.001,partial /7/=.54, whereas no gender main effect or interaction
were observed;<1. Entered as covariate, no significant effectthefage were observed
(p>0.05). Regarding PTSD diagnostic criteria, 18.Z%e participantsN=22) no longer met all
diagnostic criteria for PTSD at the posttreatmertt tis improvement was maintained at the two

month followup (17%N=18). Also, the number of participants displayihg full range of PTSD
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symptoms (17 symptoms) decreased after the inteoreThus, 45.5% of subjects presented all
17 symptoms at Time 2, but this number was redat@dme 3 (22.7%) and Time 4 (5.6%). The
intervention didn’t significantly impact neithergtessionf(1,21)=2.91p>0.05,partial 77=.12,

nor somatisatiorf-(1,21)=2.97 p>0.05,partial /7°=.12.

3. Discussion

The present data reveal that PTSD symptoms weeeaed during the two years
separating the first evaluation from the beginrohthe psychological intervention. This is
particularly remarkable, given that these evaluetitmok place 11 and 13 years after the
genocide. This observation is congruent with presiceports. For example, in a sample of 68
surviving teenagers of the genocide in Rwanda (&dgddeen 13 and 23 years), Schaal and
Elbert (2006) found that 44% of their sample meMD¥ criteria for PTSD 10 years after
exposure to the traumatic events. Similarly, ituglyg on Holocaust survivors, Amir and Lev-
Wiesel (2003) showed that, 55 years later, surgiwdthe Holocaust had very high scores on
symptoms of PTSD, depression, anxiety, somatizatiod anger-aggressiveness, as compared to
a control group. In the Rwandese case, the lonmg-exacerbation of PTSD symptoms is likely
due to an on-going process of re-traumatizationvi8ors are regularly confronted to presumed
genocide perpetrators and killers of their relaivehis situation feeds a feeling of injustice and
of insecurity. It is to be noted that our studyhis first to use a longitudinal design in a Rwardes
genocide survivors; all previous studies used esessional designs. The present study is thus
the first to document that in this population, ooty PTSD symptoms remains high over long

periods of time, but also that they worsen.
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Regarding the intervention, results from the presamdy suggest that a brief cognitive
and behavioural intervention targeting ruminatiod aognitive avoidance is associated with a
reduction in PTSD symptoms. Indeed, a clear deergeBTSD symptoms was observed
between pre- and post-intervention. Given thantieral course of the symptoms, observed
between early baseline and pre-intervention, wasai@ase, and given that no historical or other
factors have occurred during the intervention, shigrp diminution in symptoms can probably be
attributed to the intervention. This effect is rekadle for several reasons. It occurred (a)
irrespectively of age or gender, (b) after onlys&8sions, (c) in a population with no cultural
background or expectation regarding psychotherapsther, these improvements were fully
maintained at followup. Still, the symptomatologgswnot totally eradicated and, even if a
diminution of symptoms intensity was observed irstrgarticipants, a significant number of
them still met criteria for PTSD at the end of treant. In sum, although it cannot claim to be a
complete treatment for PTSD, the present intereandeems to be a promising and cost-effective

procedure to diminish PTSD symptoms in the condéx@ multi-traumatized population.

Surprisingly, the intervention did not reduce depree or somatization symptoms. This
observation diverges from studies that have shosigraficant effect of rumination-focussed
treatment on depression (e.g., Watkins & Bara@f@}). However, the present intervention was
shorter in duration (10 sessions) and conductedgroup format while other studies addressed
individual interventions. More importantly, theegent study addressed a population with a
primary diagnosis of PTSD rather than depressidme course of depression might be different

in this multi-traumatized population compared wepressed population without traumatic



Chapter 6 Intervening on persistent PTSD 19¢

experience. Indeed, Sack, Him, and Dickason (18B8¢rved that PTSD and depression
followed different paths over time in a populat@iKhmer adolescents who survived Pol Pot
regime mass killings. They offered two interpreias to their findings: Either, PTSD symptoms
would be related to earlier trauma while depressionld be linked to recent life difficulties or
stressors (Sack, Clarke, & Seeley, 1996), or theaonirrence of PTSD and depression may
complicate and weaken treatment (Campbell et@072 In any case, together with former
observations, our results suggest that a longeniaention might be needed to decrease

depressive symptoms in the present population.

Limitations
The present protocol, although focusing on rumamtincluded other potentially active
factors such psychoeducation, narrative exposacegeoup support. Future research is needed
to establish the specific ingredients involvedhe therapeutic outcome. Also, randomized,
controlled studies are needed to more rigorousiyuate the treatment. Finally, the present
results raise questions about the nature of tladi@al between PTSD and depression that need to

be addressed in future research.

Despite its limitations, this study has speciatiast in the posttraumatic context of
Rwanda, especially for the population of multitratimed young survivors. Existing studies with
survivors of the genocide in Rwanda are restritbeitie evaluation of the prevalence rate of
PTSD but did not monitor the persistence of PTSpms over time nor did they test ways of

reducing PTSD.
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Abstract

The present study replicates results from the piketrvention reported in Chapter 6. The
objectives consist in evaluating the effectiversfss Rumination Focused Cognitive and
Behavioural Therapy (RFCBT) in treating PTSD anthodoid depression in a randomized
controlled trial (RCT) conducted with young mukitimatized from the 1994 genocide in
Rwanda. Participants (N=38) were randomly assigadreatment group (n=19) and control
group (n=19). Treatment protocol included exposaomitoring and challenging negative
rumination, exercises, stress management skiltssanial sharing exercises. Results
demonstrate significant a decrease in PTSD andedsion symptoms in the treatment group at
posttreatment, while no changes were observeceicahtrol group. Improvement in PTSD is a
function of the improvement in rumination, sociabang and loneliness. Regarding rumination
mode, decrease in analytic “WHY” thinking ruminatiis the best predictor of the improvement
in PTSD. Depression improvement is positively asged with loneliness. To conclude, an
intervention affecting rumination mode, loweringédiness and increasing social sharing is with

beneficial effects on PTSD and depression symptoms.

KEY WORDS: children; adolescents; genocide; PTS3iErvention; Rwanda



Chapter 6 presented the rationale for a Rumindtmused Cognitive and Behavioural
Therapy (RFCBT) and findings of a pilot study fooigson the PTSD treatment in a population
of young adolescents. The results suggest that RREEBffective in treating PTSD in a small
group; i.e. a one group pre-post study format.i€tpants were treated for 10 sessions and the
gains were maintained at a two months follow-upe $trengths of that preliminary study
includes the fact that, whereas PTSD symptoms imaveased over two years (from intake to the
pre-treatment session), the post-treatment evaluatmonstrated significant symptoms decrease

as an effect of the treatment (Sezibera, Van BrogdRhilippot, in Press).

These findings inspired further steps. First, @sed important to establish the active
ingredients involved including potential changesumination mode. Second, the preliminary
study lacked a control group to validate the obs@mffects. The present study aims at
addressing these two issues. Participants wedsnaly assigned either to a treatment group or
to a control group (untreated participants). Thedive was to evaluate RFCBT effect in a
randomized controlled trial. It was expected thattreatment group would improve better than
the control group (untreated). Also, it was expédtat improvements in PTSD and depression

symptoms would be mediated by changes in ruminaiode, in loneliness, and in social sharing

1. Method
1.1. Participants recruitment
In January 2008, young survivors of the 1994 Rwageteocide were contacted in the
secondary schoolCollege Imena de Runyinyé&outhern Province in Rwanda. Initially, the firs
author met with the school authorities and presktite study seeking authorization to work with

survivors of the genocide in that school. Geneyaltyhool directors are resistant to any research
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activities targeting trauma and PTSD. These auiberfear that research activities could induce
an experience of emotional outburst affecting thele institution. This meeting aimed at
negotiating the permission to work in the schoal ahascertaining that the intervention couldn’t

impact negatively on either the welfare of the ipgrants or the functioning of the school.

Once allowed to recruit participants in the schdw, first author contacted the
Coordinator of the association of Students surgwadrthe genocide (AER@\ssociation des
Eleves Rescapés du Génogittebe involved in the process. In collaboratiathvthe AERG
Coordinator, an invitation was made to any studentivor who would voluntarily agree to take
part in the study. At the first step, questionnainere proposed by the coordinator so that the
volunteers could fill them to select those who ntketinclusion criteria. These criteria included
(a) being a survivor of the genocide; (b) freelyesing to take part in research; (c) meeting the
diagnostic criteria of the PTSD (DSM 1V; APA, 1998 articipants with actual or past
experience of extreme and invalidating episodd3T@D symptoms, causing durable
impairments, were excluded. Supposedly such peopldd not be able to get through exposure

exercise and to deal with their emotions in rengllraumatic events.

Within one week, 70 volunteers (55.1% boys), agetevben 15 and 25 years (M=17.68,
SD=1.78), had filled in the questionnaire screeficng®TSD (UCLA PTSD Scale), a prior
inclusion criteria. Following data analysis frone tuestionnaires, 39 subjects (55.71%, N=70),
slightly more boys (52.6 %) and aged between 152dngears (M=17.57, SD=1.23), met all the
criteria of PTSD diagnosis (DSM 1V; APA, 1994) awdre recruited to participate in the study.
One respondent was excluded from the sample bebaussgularly experienced acute post-

traumatic crises.
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70 subjects were contacted
Initial Assessment All participants were recruited
from the student association of survivors

31 not suitable with PTSD
diagnostic criteria

»
»

v 1 suitable with PTSD diagnostic
criteria but not included: recurrent
acute post-traumatic episodes

38 meeting PTSD diagnostic criteria werg
randomly assigned to experimental and
control groups

Random Allocation /\

Experimental group (n=19): Control group (n=19):
CBT protocoland assessed for: Untreated waiting list and assessed for
Active - Perceived Social Sharing Benefit - Perceived Social Sharing Benefit
processes - Lone_llne_ss _ - Lone_llne_ss _
- Ruminative experience - Ruminative experience
- Exposure to trauma reminders - Exposure to trauma reminders
(Anxiety and avoidance) (Anxiety and avoidance)
Outcomes N X
PTSD andDepression

Figure 1Recruitment flow and randomization assignmentbécstudy. CBT indicates Cognitive
and Behavioural Therapy; PTSD, Posttraumatic Sti2iserder

1.2. Sample assignment

The 38 participants meeting the inclusion criterexe randomly allocated to the
experimental group (n=19; 52.6 % boys) or to thieeated control group (n=19; 57.9 % boys).
With regard to the total score on PTSD scale ateheuitment, the two groups didn'’t differ,
t(36)=-.10,p>.05. Prior to the systematic intervention, an infation session was organized
separately for the two groups. All participants eveald that they were entirely free to participate
and that they could withdraw their participatioraay stage of the study without any

consequence. Additionally, the experimental groas wformed about the PTSD treatment
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protocol including the number of sessions andypes of exercise to be done on a weekly basis.
The control group was informed that they would heoveomplete similar questionnaires twice,
once at the first contact and two months latercBige of drop-out was registered in the two

groups. Figure 1 is presenting the flow chart efugment assignment.

1.3.  RFCBT protocol

The intervention consisted in a Cognitive and Béthaal Therapy targeting rumination
as key psychological process governing persist€8CPsymptoms. This rationale is based on
our previous results on PTSD mediating factors (Jegpter 4and on existing literature
demonstrating that rumination predicts persistai&[P (Ehlers, Mayou, & Bryant, 2003).
Moreover, the protocol refers to the cognitive mMadd®TSD (Ehlers & Clark, 2000) suggesting
that the persistence of PTSD symptoms is relatélaetovays people process the trauma leading
to a sense of current threat. In that perspedineesense of current threat is a consequence of
excessive negative appraisals of the trauma and/sequelae, the individual ruminating about
its causes and consequences. Thus, the treatmeed at modifying the excessively negative
appraisals by promoting counter-acting cognitivd baehavioural strategies.

Accordingly, the treatment protocol, comprising 8ekly sessions, included
psychoeducation on PTSD and rumination, the ideatibn of negative pathogenic rumination
and the promotion of alternative to pathogenic nation, narrative exposure (emotions,
situations), and social sharing (emotions, eveniit) the treatment group. Weekly exercises
were given to the participants such as (1) momgprumination, anxiety and depression signals ;
(2) exercising healthy alternatives to pathogeamination (e.g. “how” rumination (Watkins,
2008), distraction) (3) exposure to trauma remisdg¥) challenging negative trauma memories

by recalling positive memories in the past lifespan
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The detailed manual of the treatment protocol i8nmexe 1. It is identical to the one

used in the previous study described in Chapter 6.

1.4. Procedure

On a weekly frequency, therapeutic sessions weyanized in subgroups 9and 10
individuals. Whereas treatment group underwentrreat sessions, the control group was
assigned to an untreated list. For both groupssuorea were taken at pre- and post-treatment by
an independent trained psychologist; a student teting undergraduate degree in Clinical

Psychology. The assessor was briefed on the todlgaided about the assessment procedure.

1.4. Instruments

All the instruments were translated from theigoral version, mostly English, to the local
Kinyarwanda language, the maternal language ob&ngcipants. All measures were taken for
both groups at the two times of the intervention.
1.4.1. Perceived Social Sharing Benefit scale

ThePerceived Social Sharing Benefit Scale (20 item$.90) was used to assess how
beneficial is the disclosure of negative experiesntg emotions associated to the genocide and
how this can impact the post-traumatic outcomepBeding to the questionTalking with other
people about this negative event of the genocitpetiene.”, participants were assessed on a
scale from 0 (not at all) — 6 (extremely) and asked social sharing is helpful. With regard to
previous studies (Gasparre, Bellelli, & Curci, 2p)GBe scale involves two dimensions: (a) the

cognitive benefits (12 items=0.86) including restructuring and cognitive reargation and (b)
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the socio-emotional benefits (8 itenos;0.78) including social comparison and socio-enmatio

support.

1.4.2. Anxiety intensity and avoidance at the exposuteatama reminders scale

Two 26-item scale were designed to assess thentangiety induced by the exposure to
trauma reminder (26 itema=.81) and the resulting avoidance (26 itears,83). These scales
were generated by asking Rwandese students icaliRsychology to list all the proximal and

distal trauma indices that survivors avoid becaisbe associated anxiety and distress.

1.4.3. Loneliness scale

To determine the level of loneliness, the 10-iteevssed version of the UCLA
Loneliness Scale(Russell, Peplau, & Cutrona, 19&® used on a scale from 1 (not at all) - 6
level. The scale comprises 10 negatively wordadstéhat assess the companionship, closeness
with others or withdrawal. With regard to the psyctetric properties on the scale, the
Kinyarwanda version showed good reliabili=(89) at the pre-treatment, an index which

performed at the post-treatment(93) as compared to original English versias.94).

1.4.4. Ruminative thoughts scale

The Cognitive Experiential and Ruminative Thoudgbtale (CERTS, 16-items) was used
to assess the nature and the content of ruminatigleexperiential thinking. Referring to the
authors (Barnard, Watkins, Mackintosh, & Nimmo-3mR006), the scale comprises 4
components with each four items: (1) abstract coatpee-evaluative thinking; (2) analytic

“Why” thinking, (3) open, loose divergent, creativenking and (4) concrete, experiential
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thinking. The scale was rated on a 0-4 scale am@dbring consisted in summing the items for
each subscales. Although this scale is still uedestruction, the internal consistency at the pre-

treatment and post-treatment was with satisfaqioopertiesp=.54 versust=.75.

1.4.5. PTSD assessment

A shortened version of the UCLA PTSD Reaction IntexDSM IV (17 items) was used
to assess the presence and the prevalence raie BTSD symptoms in the selected sample. The
Kinyarwanda version showed satisfactory internalsistency at the pre-treatment(75) and

the post-treatmenti€.90).

1.4.6. Depression

A translated 13-item short form of BDI Scale (Grdarnat, 1990) was used and
checked for attitudes and symptoms of depresskersiadness, pessimism, sense of failure,
social withdrawal, loss of appetite, etc. The tlatesl Kinyarwanda version demonstrates high
internal consistency, with alpha coefficients & &hd .93 for pre-treatment and post-treatment,

respectively.

2. Results

2.1.  Preliminary analyses

A series of statistical analyses were conductezk#mine whether there were any

differences between groups at pre-treatment. Casga statistics are presented in Table 1.
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Table 1 Considered variables Mean (M) and Standhdation (SD at pre-treatment (N=38)

Experimental Control group

group (n=19) (n=19)

M SD M SD t df  p
Perceived Social Sharing Benefit
Cognitive/Restructuring 59.79 9.77 60.84 9.13 -34 36 .73
Social/Emotional Benefit 35.68 7.93 36.84 5.95 50-. 36 .61
Situational/Emotional Exposure
Anxiety to reminders 1.60 .45 1.55 .35 .35 36 .72
Avoidance of reminders 1.12 .53 1.25 43 -83 3641
Loneliness 37.79 14.44 38.58 13.07 -17 36 .86
Ruminative thoughts
Abstract Comparative 9.37 3.23 9.84 2.73 -48 36 .62
Analytic ‘WHY’ 10.16 2.79 9.84 2.34 .37 36 74
Creative thinking 10.00 3.30 10.74 3.81 -63 3652 .
Concrete/Experiential Thinking 7.11 2.84 7.37 275 -29 36 7
PTSD
Intrusion 2.35 .45 2.27 .65 .40 36 .68
Avoidance 2.13 72 2.32 .64 -87 36 .38
Arousal 2.19 51 2.07 .62 -.62 36 .53
PTSD total score 2.22 42 2.24 .54 -.15 36 .87
Depression 10.74 8.27 1274 8.21 -74 36 .46

As presented in Table 1, treatment and controlggavere identical and didn’t differ on
any considered variable. At pre-treatment, parictp in both groups were equally meeting all

DSM IV (APA, 1994) criteria for PTSD diagnosis. Cpared on their scores on PTSD and
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depression scales at the pre-treatment, the twgpgrdidn’t differ on their symptoms severity
either on PTSD or on Depressitf86)=-.15,p=.87 and(36)=-.74,p=.46 respectively. Further,
we tested how PTSD and depression relationshipDRartsl depression are strongly associated,
r(38)=.49, p<.01.

As far as sociodemographic characteristics arearoed, group differences in age and
gender were tested. Mean age score (M=17.41, SB¥8rtil gender were entered as dependent
against group category (treatment versus contt)analysis. Comparison analysis
demonstrated that the two groups were not differeage t(36)=1.96,0=.09, and gender based

allocation was balanced in both group¥1)=.10,p=.77.

2.2. Treatment effect
2.2.1. Mixed ANOVA analysis

The two groups were compared at the two times @smement, i.e. pre-treatment
(Timel) and post-treatment (Time 2). It was expedhat the participants having followed the
RFCBT sessions would present less PTSD and depnesginptoms at Time 2 as compared to
the Time 1. Mixed design ANOVAs with time (pre- apaist-treatment) and group (treatment vs.
control) were conducted on PTSD and depressiorescor

Analysing PTSD measures, the main effect of groap significantf(1,36)=7.86,
p=.008, partiah?=.17. The direction of the effect shows that experital group had lower
scores on PTSD scale (M=1.29, SD=.69) than cogtmip (M=2.19, SD=2.19. Likewise, there
were a group main effect on depressigfi,, 36)=4.10p=.050, partiah?=.10. The time effect
was significant for both PTSD and depresskei,,36)=32.41p<.001 and~(1,36)=20,p<.001,
partialn®=.35. All these main effects were qualified by $igant Time x Group interactions for

both PTSD and depressidf(1,36)=26.49p<.001, partiah?=.42 andF(1,36)=13.81p=.001,
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partialn®=.27. Table 2 and Figures 2-3 show that participartto were assigned to the treatment
condition improve from their PTSD and comorbid aegsion symptoms compared to the
untreated group for which no differences are olehetween the two times of measurement.
Moreover, the analysis reported significant timemedfects and interactions for some
postulated active processes. These are the analyHd'” ruminative thinking, the social and

emotional benefits, the anxiety to reminders, ametliness (see Table 5).

2.2.2. Treatment effect on PTSD symptoms

Figure 2 presents the improvement in PTSD sympianp®st-treatment for both groups.
Consistent with the figure, participants in treatingroup reported significant decrease in PTSD
symptoms severity at post-treatment. Similarlytipgrants were assessed for the satisfaction on
DSM 1V criteria for PTSD diagnosis at post-treatiméfhereas all participants met PTSD
diagnosis at pre-treatment, only 36.8 %(n=7) mefftii range of PTSD criteria in the treatment

group against 94.7%(n=18) in the control group.
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.g —&— Experimental group —m— Control group
i )
Pre-treatment Post-treatment
Measure

Figure 2PTSD symptoms recovery as function of the intemactf the intervention and group

(N=38)
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Means(M) and Standard Deviations (SD) of consideathbles and the Results of Repeated MeasuresvA\N€sting differences

between CBT and Control groups at Time 1 and Timme&@surement, the interaction Time x Group and #féect size (N=38)

CBT Group Control Group

Time 1 Time 2 Time 1 Time 2 Time Group Time x Group

M(SD) M(SD) M (SD) M(SD) F Ete F Ete F Etd
Perceived Social Sharing
Benefit :
Cognitive/Restructuring 59.79 (9.77) 62.12(8.05) 60.84(9.13) 59.47(9.16) .18 .00 .09 .00 2.63 .06
Social/Emotional Benefit 35.68 (7.93) 39.84(6.67)  6.83(5.95) 36.21(6.23) 2.92 .07 41 .01 539* 3.1
Situational/Emotional Exposure
Anxiety to reminders 1.60 (.45) 1.23(0.61) 1.55(.35) 1.50(.50) 12.01%* .25 56 .01 6.76* 15
Avoidance of reminders 1.12 (.53) .87(0.63) 1.25(.4 1.32(.52) 1.00 .02 3.73 .09 3.15 .08
Loneliness 37.79 (14.44) 25.95 (12.54) 38.58 (13.07) 36.3291) 12.49% 25 1.94 .05 5.75* 13
Ruminative thoughts
Abstract Comparative 9.37 (3.23) 7.79 (2.93) 9.84 (2.73) 9.84 (3.18) 1.95 .05 246 .06 1.95 .05
Analytic ‘WHY’ 10.16 (2.79) 8.95 (3.35) 9.84 (2.34) 10.63 (2.87) 21 .00 71 .01 4.95* A2
Creative thinking 10.00 (3.30) 8.47 (2.61) 10.7803 9.05 (2.61) 6.21% 14 .70 .01 .01 .00
Concrete/Experiential Thinking 7.11 (2.84) 6.9803. 7.37 (2.75) 8.05 (2.74) .31 .00 .68 .01 .80 .02
PTSD
Intrusion 2.35(.45) 1.57 (.71) 2.27 (.65) 2.31(.58) 13.25%* .26 3.87 .09 15.58** .30
Avoidance 2.13(.72) 1.29 (.74) 2.32 (.64) 2.18).7 23.21%* .39 6.16* .14 9.36* .20
Arousal 2.19 (.51) 1.01(.78) 2.07 (.62) 2.15(.84) 22.89** 39 6.71* 15 29.40** 45
PTSD total score 2.22 (.42) 1.29 (.69) 2.24 (.54) .197.64) 32.41%* 47 7.86% .17 26.49%* 42
Depression 10.74 (8.27) 3.89 (6 .19) 12.74 (8.21) 12.11 (9.66) 20.00*** .35 4.10* .10 13.81** 27

Note: *** = p <.001, **=p<.01, .05, Eta2= Partial Eta Squared. ForfaHatio, df (1, 2) = (1, 36).
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2.2.3. Treatment effect on Depression symptoms

Considering PTSD and depression strong associatetested whether any PTSD
improvement is associated with depression reliefeéed in the analysis model, PTSD
and depression improvements are strongly assoc¢id83)=.74,p<.001. As a result of
the treatment, a decrease in PTSD symptoms sev&stgnificantly associated with low

depression.

With regard to the cut-off score in assessing degioa (Groth-Marnat, 198)) the
experimental group demonstrated an overall redudtiaepressive symptoms over the
time when comparing pre-versus post-treatment ootso non depression 52.6 % versus
84.2 %, mild to moderate depression 21.1% versus %0and severe depression 26.3%
versus 5.3 %. The findings indicate that at ledst 36 recovered from the depressive

symptoms at post-treatment.

14

12 | I —— N

10 -

Estimated marginal Means on
Depression Scale
o

—e— Experimental group —@— Control group

Pre-treatment Post-treatment

Measures

® Total score levels of depression: 05-09=theseanpsdowns are considered normal; 10-18=Mild to
moderate depression; 19-29= Moderate to severesigipn; 30-above=severe depression.
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Figure 3 Depression symptoms recovery as functidheointeraction of the intervention

and the group (N=36)

2.3. PTSD and depression improvement predictors

2.3.1. Correlates of PTSD and depression at p@&stiment

As presented in Table 3, PTSD and depression ingpnewts are related to
improvements in active processes. Table 3 presentslations of considered variables at

post-treatment.

Table 3: Bivariate correlation (2-tailed) of PTSId Depression associated to active

processes at the post-treatment (N=38)

1 2 3 4 5 6 7 8 9 10 11
Perceived Social Sharing Benefit
Cognitive/Restructuring - 2%k -32% - 45% - 35* -01 -01 12 -17 -.33* -.45%
Social/Emotional support - -.25 -A43 .27 -18 .09 .04 -19 -.22 -.32*
Situational/Emotional Exposure
3 Anxiety to reminders - .86***  .33* .26 A43** .24 48 A43** 46
4 Avoidance of reminders - bhxx 29 A5+ 12 A49** L7 BYex
5 Loneliness - .19 .62*¥* .00 .32* 70** AT
Ruminative thoughts
6 Abstract Comparative - AT 31 55¥* 29 .05
7 Analytic ‘WHY" thinking - 39*  B8¢ Rk 3T+
8 Creative thinking - .25 -.00 -12
9 Concrete/Experiential Thinking - 37*%  45%
10 PTSD - 74**

11 Depression

Note: ***p<.001; **p<.01; *p<.O05.

Consistent with the correlations, PTSD and depoessymptoms correlated with
most predictors. Perceived social sharing bene#scognitive restructuring and

social/emotional support, are negatively associaf#id depression. Similarly, PTSD is
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negatively associated with cognitive restructurimgpressively, PTSD and depression
improvement is function of anxiety and avoidanogdals reminders, and loneliness
feelings improvement. Changes in these active geszeare related to the rumination
content improvement, especially to the analytic YWand concrete/experiential

thinking.

2.3.2. Improvement scores

As reported in Table 2, in addition to PTSD andrdsegion, specific active
processes were improved as an effect of the tredtrfibe analysis demonstrated
significant Time x Group interactions for analy¥MHY ruminative thinking,
social/emotional support, level of anxiety towat@dgima reminders, and loneliness
feeling. The direction of these interactions intesamprovement of these active

processes in treatment group in comparison to abgtoup.

To assess improvement level in these active preseasd their effect on PTSD
and depression improvements, we calculated imprewnescores on variables with
significant interaction (see Table 2) by subtragfiime 2 from Time 1. Table 4 presents
correlations between the different improvementassorncreased social and emotional
benefit is related to a positive impact on PTSDnifirly, decrease in loneliness and
analytic “Why” thinking is associated with redude@SD. Also, depression is positively

associated with anxiety to reminders, lonelines$irigs and PTSD prevalence.
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Table 4 PTSD and depression outcome correlating adtive processes improvement
(N=38)

Correlations

Variable 1 2 3 4 5 6
1. Social and Emotional Benefit - -44 -33 -41° -35 -21°
2. Anxiety to reminders - A2 o7 31 33
3. Loneliness - A7 44 39
4. Analytic Why ruminative thinking - 58 .14
5. PTSD - 40
6. Depression -

Note ***p<.001, **p<.01, *p<.05,"™ p>.05

Finally, a hierarchical multiple regression wasauacted to assess the significant
unique contributions of predictors. PTSD and depogsimprovement scores were
entered in the model as dependent variables, anignibrovement scores for analytic
WHY ruminative thinking, social/lemotional suppdeyel of anxiety towards trauma
reminders, and loneliness feeling were enterededigiors. The overall model was
significant in predicting PTSD @hange= .40F(4,33)=5.56p<.01) and depression
(R°change=.25F(4,33)=2.86p<.05). Improvement in analytic “Why” thinkingp%.42,
p<.05), social and emotion benefit(.35, p<.05) and lonelinesgH.37, p<.05) affect
significantly PTSD symptoms. Likewise, a decreasmneliness affected positively
depressionfi=.37,p<.05).

Interestingly, testing the best predictor of theated improvement, a regression
analysis (Stepwise model) regressed PTSD and depnasnprovement scores over
active processes improvement scores. The equatiolelngielded a significant unique
effect of the analyti®Vhyruminative thinking (Rchange=.34F(1,36)=18.64p<.001)

and loneliness (Rhange=.1%;(1,36)=6.73p<.05) in predicting respectively the relief in
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PTSD and depression. Such data indicated that tine the treatment changed positively
the content the abstract rumination componenttheeanalytic “Why” thinking, the best
PTSD symptoms are improved. Likewise, reductioloieliness feelings predicts a

lower depression.

Table 5
Hierarchical regression analysis of predictors irapement in predicting PTSD and

depression outcome (N=38)

PTSD Depression
Predictors’ model Rehange P R’ change S
1  Social and Emotional Benefit 2% -35 .04° =21
2  Anxiety to reminders .03ns o .07® .30%
3 Loneliness 13* 37 a2 37
4 Analytic Why thinking 12* 42 o1 -.14%

Note: *p<.05; ns= non significant at p<.05.

2. Discussion
The present findings support the growing evidehet¢ €BT is efficient to help
patients with PTSD and depression (Ehlers et @032 The study was a randomized
controlled trial assessing the effect of a Rumoratocused Cognitive and Behavioural
Therapy (RFCBT) on PTSD and co-morbid depressiartidpants were recruited and
allocated randomly in a RFCBT group (experimentalig) and an untreated group

(control group). We hypothesized that a RFCBT wdddle a positive impact on PTSD
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and co-morbid symptoms. We stated that (a) paditgpwho underwent treatment
should present less PTSD and depression symptopastiteatment than in the control
group; (b) the improvement in depression shouldtbengly associated with the relief in
PTSD and (c) the improvement in PTSD and depresgionld be a function of the
treatment effect on predictor variables. These thgses were tested and confirmed by
our data. PTSD scores showed significantly graatprovement in the RFCBT
condition as compared to the untreated conditimmifgcant group x time interaction,
r]p2:.42). Additionally, participants of the RFCBT catoh showed significantly greater
reduction in co-morbid depression than the corgroup (significant group x time

interaction,n,’=.27).

The observed improvements in PTSD and depressioendeargely on the
effects of the treatment on the predictors consdi@s ingredients interacting in the
development of both disorders. Specifically, tHeefe@bserved on the level of PTSD is
predicted by the improvement in the feeling of laress (13% of the variance), the
perceived social and emotional benefit (12% ofetkglained variance) and the analytic
"Why" ruminative thinking (12% of the variance).rFaepression, its improvement is

function of loneliness improvement (12%).

Analyzing for the best predictor of PTSD improvermehen controlling for the
effect of others, the output of the regressionymislrevealed that PTSD is predicted by
the analytic “Why” ruminative thinking change(sijoant interaction time x group).

Recent studies have evidenced that ruminatiorpmagerful predictor of persistent PTSD
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(Michael, Halligan, Clark, & Ehlers, 2007). Certainaracteristics of rumination, such as
compulsion to continue ruminating, occurrence giroductive thoughts, anavhy” and
“what if” type questions, as well as negative emotions befod after rumination, were
significantly associated with PTSD, concurrently gmospectively In this way,
respondents engaged in an analytic ruminative iinke.g Whythis happened to me ?
Whyam | feeling such strong and overwhelming emotidiérat ifthe perpetrators of the
genocide, or their relatives, attack me?) are @l persistent PTSD. In-session and
homework exercises targeted such abstract versgti@muminative thinking and
encouraged participants to challenge such thin&imdjassociated emotions. This was not
possible unless the participants engaged in emapigkperience: attempting exposure,
tracking subtle rumination driven behaviors, diselg one’s emotions in session,
monitoring on a weekly basis distressing situatiod associated negative emotions, etc.
With such exercises, participants learnt to idgntiiterpret and challenge intrusive
thoughts differently, to consider alternativesummation, and to test the probability that

the thoughts correspond to reality.

Surprisingly, the analytic “Why” ruminative thinlgndidn’t predict depression in
this sample as found elsewhere (Watkins et al.7R@0therwise, our results suggest that
the perceived social sharing benefit may impaadepression. Contrary to PTSD,
depression is associated with cognitive restruetufi=-.52,p<.001) and perceived
social-emotional support£.-35,p<.05) resulting from the social sharing. The présen
findings confirm the beneficial effects of socibbsing, particularly its immediate

positive impact on the level of emotion upheawtls,improvement in positive emotions,
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the reduction of the feeling of social isolatiorddoneliness. Therefore, there is a relation
between social sharing of emotions and lonelingserring to Rimé (2005pesides that
painful memory and associated emotions are actly#te social sharing re-creates a
community of membership, with its values and itadsConsidering the group setting

of the treatment condition, we assumed that thegynamic was supportive and

helpful in decreasing the loneliness. In such vdlials benefited from peer experiences

(cognitive restructuring) and interactions in sessi(emotional support).

This study suggests that a therapeutic interverdionng at rumination could
have an effect in the treatment of PTSD. Our diihabservations during these sessions
imply that promoting psychoeducation on trauma,ination and PTSD, encouraging
progressive exposure exercises, developing anmiatyagement skills, reinforcing social
sharing may impact on rumination and lonelinesBrfgavhich affect in turn PTSD and
depression outcome. These tasks were tested thnowggission and weekly exercises. On
a weekly basis, participants were provided witletao$ exercises related to exposure (in
imago and in vivo) and monitoring their emotiorstes by noting all emotions felt and
associated situations. In-sessions, participantsevbncouraged to share situations and
emotions confronted during the week as well assii@ts and behaviours adopted in such
situations. Regarding social sharing, participavdse educated to normalize their
emotions and challenge the emotion driven behasiothrough What if ...” types
exercises, participants were educated to shift faonemotion-focused “What if.....” and
its automatic response such #m"“not capable or no one could hélp the

identification of surrounding resources.
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Finally, this study evidenced that untreated swmswdid not recover from PTSD

and co-morbid disorders. A precedent pilot studched the same conclusion.

Limitations

The findings of this study support the notion th&®FCBT intervention can
improve PTSD and co-morbid depression symptoms.tlfetevidences supporting
treatment effect are with some limitations. Theested effects need a follow-up to
ensure the maintenance of the treatment outconterd=studies should also test the

effectiveness of the treatment in comparing indigidversus group setting.

Although some limitations are raised, this studsndastrated that focusing on
rumination could have positive benefit in healirmgptraumatic disorder in Rwanda. Yet,
there are some initiatives taken countrywide tal dar survivors with PTSD. However,
there are too few studies assessing whether thtteaits provided are efficient. In that
respect, this study has proven that interveninguamnation is with great improvement

for the patient with PTSD and co-morbid depressisorder.
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GENERAL DISCUSSION

In this section, we summarize the main resultsp@oidt to perspectives for future
research. Indeed, at the end of each chaptertsdmue been discussed and contributions
highlighted. Hereafter, we only underscore the fesplts and their theoretical, empirical

and clinical implications.

1. PTSD prevalence

Our results reveal a high prevalence of PTSD irpthigulation of young survivors of
the genocide in Rwanda. Given that data were delteabout 12 years after the
genocide, such prevalence reflects persistentrpastiatic distress. Already at the
aftermath of the genocide, practitioners and schalated the precariousness of
Rwandan post-genocide situation and predictedemgithg psychological sequels,
especially in the population of young survivors (&yrov, Gupta, Gjestad, &
Mukanoheli, 2000). According to their observatiotig traumatic exposure to the

genocide and subsequent psychological sequelsastfol long term.

Consistent with existing literature, war and ethslgansing situations predict high
and persistent PTSD prevalence, particularly imgpchildren and adolescents (see
summary in Chapter 1, Table 2). Compared to peaeetivar and conflict situations
expose to high prevalence rates of PTSD (SmithrjrEéfule, Hacam, & Stuvland,

2002).
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Further,studies dealing with children and adolescents dgivimthe physical and social
surroundings of a postwar society indicate thatikensity of posttraumatic stress
symptoms does not decrease even after a perialefa years (e.g. Kinzie, Sack,
Angell, Clarke, & Ben, 1989; Stein, Comer, GardiéeKelleher, 1999). The course of
PTSD depends on an interaction between traumagicte\exposure and vulnerability
factors related to the posttrauma milieu (Kutere¥agodic, 2003)The collapse of the
community cohesion and the shattering of the pssatial network in Rwanda expose
survivors to a terrible sense of loneliness, inggguand unsafe environment. Our results
are congruent with the assumptions that young sorsiof the genocide living in
unsecured family structures; mostly CHH and orpharisster families are more

vulnerable to persistent PTSD than others.

High PTSD prevalence from our research are warabwyt the critical mental
health situation among young survivors of the geedOur cross-sectional and pilot
studies have demonstrated that the development®DRBymptomatology in Rwanda
worsens over time (Chapter 6). Consistent with finaling, mental health providers’
records attest that the number of treatment seékensases impressively every year (see
figures from the Report of Ministry of Health, 2Q0Moreover, records from field
practitioners in Rwanda emphasize the deterioraifdhe survivors’ mental health each
year and the increase in treatment seekers exfglibmplex symptoms pictures, that is
from a classic PTSD diagnosis to a complex symptology including somatization
(Gishoma & Brackelaire, 2008; Hagengimana, Hin®ing, Pollack, & Pitman, 2003)

and depression (Bolton, 2003\ccording to the survivors associations’ umbrella
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IBUKA, cases of suicide are increasingly reportetbag survivors countrywide.
Similarly, secondary schools are confronted withsturbing situation of increased
numbers of students displaying acute posttraundéttcess; the phenomenon being

collective through an emotional outburst contagion.

Although that situation seems to be critical, mehé&alth structures and
monitoring mechanisms of the psychological consegeg of the genocide are limited in
Rwanda. That situation is rather due to the novaltyhe phenomenon than willingness
or awareness about the terrible impact of the gdeamn people psychological
wellbeing. The challenge includes lack of traineacgitioners and increased number of
treatment seekers. Further, it should be notedhieatonsequences of the genocide affect
the entire population of Rwanda, survivors and gegtors as well. Thus, traumatized
adults would be ineffective in helping young tradized unless the former deal first with
their own posttraumatic distress. The shatterednaconity structures are with detrimental

impact on individual psychological wellbeing.

2. PTSD diagnosis limits

Although PTSD diagnosis is widely referred to, dhein psychotherapists have
raised some critics on DSM criteria for PTSD diagjaavhen it concerns young people
and different traumatic situations, i.e. naturabgters versus man-made violence. These
professionals emphasize that DSM criteria for PE&®mostly adults centered. Children
and adolescents may present symptoms in a differaptas compared to adults. For

instance, compared to adults, children and adakseee more distressed when exposed
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to trauma reminders (51 %) than adults (26 %) ¢Rlet, 1996). Moreover, DSM criteria
for PTSD diagnosis seem to be simplistic and dcayiture all psychiatric sequels

resulting from domestic and state-sponsored vi@dhizrman, 1992).

Presenting PTSD as a single disorder resulting ixdrauma exposure is
misleading. Our findings yield a strong associabetween PTSD and comorbid
disorders. Foremost, and given the important attect figures loss during the genocide,
PTSD symptomatology interacts with grief reacti¢ectzapters 2 and 4). That situation
suggests a wider range of psychological sequetsttiat classified under the PTSD
diagnosis. In fact, DSM IV criterion A (APA, 199%)r PTSD diagnosis associates
indistinctly witnessing violence and being confronted with aanéwr events that
involved actual or threatened death or seriousnpjof self or othersin our
understanding, being exposed to violence and expeirig a death of close relative may
lead to more disabilities than those included enRTSD syndrome. In addition to PTSD
symptoms evidenced in our analysis, survivors witoegsed birthparents murder are
experiencing prolonged grief reactions regardlésbetime elapsed. The interaction of
PTSD and grief reactions undermines the adjustinemt the genocide. Our data show
explicitly how trauma and bereavement are embedslexivors are simultaneously
confronted with horrific imagery from the genocwielence (witnessed and threatened
with) and grief reactions associated with the lofsg close relative in traumatic

circumstances.
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Further, researchers interested in crime victimesstthe limitation of the concept
of PTSD in its capacity to capture the wide ranfgymptoms and alterations reported
by man-made crime survivors. With the concept ain@lex PTSD, Herman (1997)
emphasizes that the current PTSD concept doesaptire the severe psychological
harm experienced by crime victims. Consistent \wiéiman’s clinical observations,
domestic abuse and political terror survivors magsent specific symptoms that are not
included in the current PTSD diagnosis. These sgmptinclude alteration in emotional
regulation (e.g. persistent sadness, suicidal thtsygxplosive anger, or inhibited anger),
alteration in consciousness (e.g. forgetting traic@vents, reliving traumatic events or
having episodes in which one feels detached froelsamental process or body), changes
in self-perception (e.g. a sense of helplessnbams, guilt, stigma, a sense of being
completely different than human beings); alteratiothe perception of the perpetrator
(e.g. attributing total power to the perpetratobecoming preoccupied with the
relationship to the perpetrator including a pre@etion with revenge); alteration in the
relation with others (e.g. variation in persondatiens including isolation, distrust, a
repeated search for a rescuer); changes in ongtamsyof meanings and beliefs (e.g. a

loss of sustaining faith or a sense of hopelessaegslespair).

In Rwanda, symptoms observed among survivors ameapty related to
posttraumatic symptomatology but could not be reduo PTSD label (Sebuhoro, 2005).
Our observations are congruent with the assumpiiahgenocide exposed to more
sequels than those composing the traditional syndrof PTSD. Congruent with our

data, positive PTSD diagnosis is significantly assed with high scores to almost all of
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the general mental pathology assessment scales.pSychopathology pictures are
consistent with the assumption that the genocidée te secondary pathologies interacting
with PTSD symptomatology. Or, it could also be thast-genocide vulnerability factors
expose to additional disorders independently ofptinar traumatic exposurén fine, that
strong relationship between PTSD and comorbid dessrshould be rigorously and

precisely explored.

The validity of PTSD concept remains questionabiestly, it is evident that
multiple traumas exposure may lead to more digaslthan PTSD. Our data suggest the
need of assessing PTSD together with grief reaeti@mhhow their interaction may
complicate the adjustment. Our literature reviedigates that PTSD and grief are
usually addressed separately. Secondly, the re&dtip between PTSD diagnosis and
trauma history is unclear. More precisions are addd understand how PTSD is related
to trauma history. For example, recent reports sti@awvmajor depression patients
without any trauma history present PTSD symptorteged to B-F criteria for PTSD
(Bodkin, Pope, Detke, & Hudson, 2007). These astfaund that clusters B-D
symptoms are not specific to PTSD and that theydcbe caused by other factors than
trauma history. Then, misdiagnoses of PTSD apelae with key clinical and
theoretical concerns. For instance, when survigbreass killings are severely impaired
by the symptoms they experience, they could beakestly diagnosed as major
depression patient (or vice-versa), borderlinelamied unjustly of exaggerating their
symptoms (Herman, 1997). Complying with that argotnposttraumatic

symptomatology needs further precisions.
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Posttraumatic syndrome diagnosis should be braatmore inclusive of
additional impairments resulting from political ieace and mass ethnic cleansings, e.g.
grief reactions, anxiety, depression, or shattassdimptions (Janoff-Bulman, 1985).
Regardless of the PTSD psychiatric formulationtesggonsored violence results in
multiples changes in other experiential life rea(&ine et al., 1998). As faras a
broader understanding of the harm of the genosidemncerned; trauma-related changes
includes family cohesion, ethnic identity, persadahtity and life structure. That is, with
or without PTSD diagnosis according to DSM IV aiigie other disorders can be quite

evident after massive traumas following communitjence.

3. Risky factors

A wealth of studies has demonstrated age (of thentatisation) and gender
effects on the development of PTSD symptomatolddgercker, Michael, Fehm,
Becker, & Margraf, 2004; Reebye, Moretti, Wiebel &ssard, 2000; Vizek-Vidovic,
Kuterovac-Jagodic, & Arambasic, 2000). Whereasrathalies have found that PTSD
prevalence is a function of subjective charactessbur results didn’t yield any
significant effect of the age in predicting eitl®rSD or grief reactions. As discussed in
our chapter 1 (point 4.3.1.), age and gender eiifeT SD development is controversial.
For instance, relying on the notion of cognitivamaturity, developmental oriented
studies have stated that the absence of cognapleistication in young children is
protective against psychological trauma. Supposedlyompared to young children,
adolescents could be more vulnerable to psychabb@rm given their developmental

maturity. All in all, this developmental hypothg$ questionable as it is proved that
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children are sensitive to their environment eveyugi they might not understand the
magnitude of the traumatic event. Similarly, itresehat even young children are
sensitive to death experience resulting in somef geiactions. Probably, the magnitude
of the genocide and the on-going post-genocidestiee too large and prevent the

apparition of any, more subtle, age effect.

Instead, our findings demonstrated that curreniljasituation affects
impressively the development of PTSD and comorisdrders. In fact, social
deprivation and reduced social support associattdfamily situation are thought to
feed anxious and depressive symptomatology. kimsahstrated in our data (chapter 5)
that orphans in foster families and CHH in Rwanaaexposed to various socioeconomic
adversities evoking the genocide consequencesidimg losing one’s parents. In CHH
subgroup as the most socially affected group ofigors, PTSD is strongly associated
with gender. Girls are reporting higher prevalerate than boys (see Chapter 5). Our
moderation analyses demonstrate a significant ef@@ct of gender in predicting PTSD

by the socioeconomic adversities and continuousgida related threats.

The artificial CHH family structure is less proteetand supportive in coping
with post-genocide adversities. Referring to emgsfindings, it is well-established that
social support (availability and seeking) is a potive factor for children and adolescents
exposed to trauma and bereavement (Guay, Biltidarchand, 2006). Appropriate

social support and adult guardianship can rebuddrese of security and attachment ties.
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4. Interventions

Surely, posttraumatic symptomatology is widely mgd in the aftermath of
traumatic experiences. Yet, all traumas victims'ddevelop psychiatric
symptomatology and only a minority develops chrgrggchological problems.
Primarily, this clinical reality raises the needidéntifying factors mediating the
relationship between trauma history and PTSD dewveémnt. Further, understanding the
mechanisms and factors by which the disorder isitamied is beneficial in setting up
appropriate interventions counteracting the patiold process underlying the disorder.

In our Chapter 5, a cross-sectional study of CHitigars of the genocide

(N=225) assessed socioeconomic adversities, gemtreidmas reminders, coping
strategies, PTSD and general mental pathologieshyethesized firstly that post-
genocide socioeconomic adversities and traumasdars predict the maintenance of
PTSD and general mental pathologies. Secondly,ostufated that the effect of those
predictors over PTSD is mediated by coping stratediVith regard to coping strategies,
although participants can use other types of copiagcognitive reorganization, social
sharing, behavioral avoidance and cognitive avaidaaur results demonstrated that
rumination predicts significantly PTSD. Whereadiealfiterature subsumed rumination
under the re-experiencing symptoms of PTSD, ivident that remembering the trauma
(re-experiencing) and repetitively thinking abdutrumination) are functionally different
in PTSD (Ehring, Frank, & Ehlers, 2008). As fariatsusive re-experiencing is defined
to characterize cognitive processing during thenra and trauma memory (Ehlers,

Hackmann, & Michael, 2004), rumination is drivenrmsgative appraisals of the trauma
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and constitute an important cognitive strategy useBTSD patients to control perceived

threat associated with the problematic appraigdisiig, Frank, & Ehlers, 2008).

Congruent with our findings, rumination is reportecbe a maintaining factor of
PTSD in the population of young survivors of thegede. This empirical result inspired
our Rumination focused cognitive and behavioratapg (RFCBT) and its effect was
tested (see Chapters 6 & 7). Our treatment protationale (see Annexe 1) was that
challenging rumination related to negative apptaisathe genocide and its
consequences, and promoting healthy thinking coojshct favorably on PTSD and
comorbid depression. Also, and given the sociatequences of the genocide (e.g.
shattered psychosocial functioning), a group forwed presumed to promote and

enforce social sharing.

Obviously the very exciting portion of our disséida is its intervention part. Firstly,
traumatic exposure and birthparent death from émogide are with serious long-term
psychological consequences. Secondly, that raalithallenging professionals and

scholars in Rwanda on how to best handle traumégaef consequences.

Practitioners in relation with responses to walitipal violence and other forms of
man-made disaster have voiced sound criticism erexport of western models in Third
World countries (Bracken, Giller, & Summerfield,298). That criticism points to the
inadequacy and ineffectiveness of the western mkienapy models and the individual

centered approach in cultures where symptoms mganiay differ from western
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description and where the community plays an ingmdrtole in individual regulation.
The pioneers of such criticism advocated the ugeaditional trauma therapy methods

based on cultural and social traditions insteatth@fwestern ones.

In contrast, results from our studies (chapteradsd demonstrate a robust effect of a
western-based psychotherapeutic model in allegd&nhSD symptoms and preventing
the worsening of depression among groups in despeesed of mental health care.
Firstly, ours findings deserve possible use forgyallecisions regarding psychological

care for these multitraumatized young survivors.

Secondly, the group format of the treatment prochstecial support and seems to
have improved loneliness feelings. Our clinicaledations are that the group format
enabled emotions disclosure and social sharinghisrine, we agree with the notion that
traumas must be viewed in their social contextmithee psychosocial roots and
consequences of the genocide in Rwanda. Conseyguieiividual centered western
psychotherapy can be tailored to Rwandan traditiand community based healing
mechanisms to be more effective. For instanceguttaral rituals oriented to social
connectedness and social support (@ugabanayhould be reinforcedsuch signs of
community integration are very important for theladed CHH in Rwanda who lack
supportive network and adult protection. Similadgme negative products from the
culture have to be replaced with new ones learrad scholar knowledge. For instance,
emotion connection and expression is discouragdteiraditional Rwandan culture.

Hence, given that emotion avoidance feeds ruminatia results in more anxiety and
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depression, treatment should challenge such cultefiefs of retaining one’s emotions

and feelings.

Finally, considering the generalized effect of giemocide in Rwanda, these
“individual centered” psychotherapies (individualgroup format) could be sustained by
additional “social centered” interventions. Commuyiiased interventions should be
designed to counteract the impact of post-genoaidieerability factors. Trauma
reminders and ongoing threatening situations havetaddressed and thus relieve
survivors from persistent fear and distressing etyxi

Consistent with the broader understanding of tlyelgatric sequels of the genocide
in Rwanda, professionals oriented in trauma aref gnterventions should supplement to
their scholar psychotherapy practices more ingragiffom the approaches of human
right, community psychology, creative arts andrpttetative social psychology (Weine

et al., 1998).
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Annexe 1. Group-based rumination focused cogndivé behavioural therapy research
protocol

1. Raisonnement

La persistance du PTSD, et la dépression qui essticomorbide, s’est avérée
associéee a la stratégie de rumination (Michaellig#ad, Clark, & Ehlers, 2007). Les
études cliniques montrent que les personnes qunamhont une perception biaisée des
causes et des conséquences de ce qui leur amixiét@aet dépression) et leur attention
est plus portée vers le matériel anxiogene et déjfréJne telle perception induit un
sentiment de menace continue/permanent et destiegrssphysiologiques induites par la
menace pergue. Le sentiment de menace permaneéatesesié a des intrusions
anxieuses et de stratégies d’évitement observdaseaorolaires du PTSD. Par
ailleurs, la perception d’'un support social s’egtrae bénéfique au rétablissement du
PTSD. Par I3, les personnes qui percoivent queifemement constitue un support
direct et émotionnel se remettent progressivememTSD. Identifiant les facteurs de
vulnérabilité au PTSD persistent, il est apparulgsesujets sans soutien social ou qui ne
percoivent pas de support social dans leur envinoramt était plus a risque que d’autres
(Mirzamani, 2006). On notera que le support samahprend le support social direct
(matériel) et le support émotionnel. Cependanty péméficier du support social, il faut
d’abord que le soutien social soit disponible (gbsupport availability), la personne
percoive le bénéfice dans le support social (peecebenefit) et demande le soutien
(social support seeking). Pourtant, les persosaefrant du PTSD ont tendance a
percevoir leur environnement comme menagant etetang. De cette facon, elles ont

tendance a se soustraire de cet environnement pengoe aversif conduisant a un



sentiment énorme de solitude. Nous pensons quhérapie qui serait centrée a agir au
niveau de la rumination pourra aussi promouvopdeception du bénéfice dans le
support social. Cette amélioration serait susckptilaffecter la symptomatologie

posttraumatique et dépressive.

Considérant que la rumination constitue un moteutral dans le développement et
le maintien du PTSD (Ehlers et al. 1998, 2000, 2@d8e la dépression (Watkins et al.,
2007), le changement dans la nature et le contesuwinations a une incidence sur les
symptémes post-traumatiques et de la dépressi@médlioration au niveau de la
perception de menace permanente, et le sentimieeffitacité vis-a-vis de la situation,
ameliore certains processus actifs associés au RTSIa dépression. Ces processus
sont entre autres I'anxiéte vis-a-vis des indic@sappel du trauma et I'évitement de ces
indices de rappel pour réduire I'anxiéte, le seatihe solitude, la perception du

bénéfice du partage social.

2. Procédure

Les participants sont recrutés de la populationetants et adolescents orphelins
du génocide. Pour des modalités pratiques (accés fax sujets, assurance des
participants), le recrutement se fait au niveauébedes secondaires a travers les
associations travaillant avec les orphelins au Rlaa@es associations sonHepes and
Homes for childrepAssociation des Eleves Rescapés du Génocide (AERE)
invitation est lancée pour une participation aelgherche en passant par les coordinateurs

de ces associations. Les volontaires peuvent siiaset sont invités par la suite a remplir



le questionnaire de diagnostic du PTSD. Une sés@@eorganisée pour expliquer les
consignes pour remplir le questionnaire.
Seuls les sujets qui satisfont aux criteres d’isicl seront retenus pour la

recherche.

- Criteres d'inclusion
Pour étre éligibles, les sujets doivent satisfaiteus les critéres suivants :

histoire d’'une exposition traumatique (critére ARESM IV pour un

diagnostic du PTSD) (seuls les rescapés du génsoitteretenus) ;

age au moment du génocide : 1 a 18 ans

satisfaire aux critéres de diagnostic du PTSDMD®; APA 1994).

consentement a participer a toutes les séancegpthéiques et a s'y

investir entierement (Formulaire de consentemekthelle de

détermination a faire la thérapie).

- Critéres d'exclusion

Ne sont pas éligibles pour cette recherche :
- les sujets qui suivent un autre traitement psyaiglee et/ou psychiatrique
- les sujets qui au cours de I'année précédentewonhe/des crises post
traumatiques importantes (requérant I’hospitalisatu I'arrét momentané du

suivi des cours)



3. Participants

Les sujets présentant un diagnostic primaire du_Pg&ivent participer a la
recherche. Ainsi, les sujets répondant aux critéeediagnostic du PTSD (voir chapitre
1) sont repartis aléatoirement en groupe traitémegroupe controle.

- Condition contrdle (19 sujets)

Ce groupe ne bénéficie dAUCUN TRAITEMENT, pas méame constitution d’'une
dynamique de groupe. Ce groupe doit étre diffédamie liste d’attente, pas de
traitement envisagé. A l'aide d’un intervenant ipeédant, le groupe contréle sera
sollicité pour répondre aux différents questionemite I'étude. Les sujets seront évalués

aux différents temps de I'évaluation du groupeeraent.

- Condition traitement (19 sujets)

Les sujets ayant satisfait aux critéres de diagnds PTSD seront soumis a des
sessions thérapeutiques (minimum 8 séances) aualdier I'effet de la thérapie sur les
symptomes du PTSD et de la dépression. L'évaluaiimirolera I'effet de (a)
I'exposition a des indices de rappel du traumalgbymination, (c) le partage social sur

les symptdmes du PTSD et la dépression.

Les participants seront évalués aux trois tempg®tiele : pre-traitement (séance 1),
post-traitement (2 semaines aprés le traitemerd)l) éollow-up (2 mois, 6 mois, etc).
Les mesures a prendre concernent la prévalencd 8D,Ra dépression, et les processus
actifs associés a la rumination dont I'anxiétéétitement au contact avec les indices de

rappel du trauma, les bénéfices du partage séeiséntiment de solitude et le contenu de



la rumination. Les 15 sujets peuvent étre subdsves€2 ou 3 petits sous-groupes pour

faciliter I'interaction en sous-groupes.

4. Mesures et outils

- PTSD : UCLA PTSD (17 items ; Pynoos et al., 1998)

- Deépression : BDI (version réduite, 13 items ; Giiotarnat, 1990)

- Ruminative thoughts: CERTSC¢gnitive Experiential and Ruminative Thoughts
Scale 16 items; Barnard, Watkins, Mackintosh, & Nimmiag, 2006

- Anxiety (26 items) and avoidance (26 items) towdrdama reminders:
Situational and Emotional Exposure scale (designed)

- Social Sharing Benefit: Perceived Social SharingeBi¢ scale (20 items,
Gasparre, Bellelli, & Curci, 2006)

- Loneliness: UCLA Lonneliness scale (revised versidhitems; Russell, Peplau,

& Cutrona, 1980).

5. Contenu des séances thérapeutiques
- Contenu

Les séances comportent principalement une psychkaédn au trauma et au
PTSD, I'exposition aux indices de rappel du trautnbanalyse fonctionnelle et des
alternatives a la rumination et au partage soc@modele thérapeutique proposé a

aussi la particularité d’exercer déja en séancepddicipants au partage social.



- Durée et fréguence

Les séances dureront entre1h30 et 2h00 au maxirmarmeervalle d’'une semaine
chacune. Une frequence hebdomadaire donnera dis {goop que les participants
integrent les acquis de la séance précédente. Aesgarticipants auront une semaine

pour faire les exercices proposeés pour la semaine.

Séance 0 : Séance d’information

N.B. Il va de soi que cette séance d'informatidrréservée seulement au groupe

thérapeutique.

Objectifs

- Se présenter aux participants : nom et prénom,étom, profession, intéréts
et domaines de recherche,

- Donner des informations relatives a la thérapype tthérapie cognitive de
groupe), nombre de séances3(séances), des modalités pratiques (exercices
en séances et a domicile), intérét (apport poali¢at d’'une part et d’autre
part des gains pour la recherche), participatibast tres recommandé de
participer a toutes les séances.

- Acquérir le consentement libre et éclairé pourdgipipation a la thérapie.

Description de la séance

Les sujets assignés aléatoirement au groupe thérqpe seont invités a une

séance d’information. Ainsi, la premieére séancar{sé 0) sera une présentation de la



recherche a la fois pour informer le groupe desdailig de la recherche et solliciter leur
consentement libre et éclairé a participer au gedhprapeutique. Au cours de cette
séance, les sujets qui ne souhaitent pas s’endagerune telle démarche peuvent
toujours quitter le groupe. Il sera clairement m&gju’en acceptant d’appartenir a ce

groupe, on s’engage au méme moment a aller jusdpgatdu processus.

Verbatim

«Je mappelle ......... , je suis psychologue, enseignabBbépartement de
Psychologie clinique, UNR, chercheur et doctoraHU&L, m’intéresse aux
conséquences du génocide dont le PTSD. Le PTSDrestles conséquences du
génocide et la manifestation des symptémes vanigedpersonne a l'autre et a des
degrés variables. De méme, les personnes réagidgEremment aux symptémes,
certaines vont demander de I'aide tandis que desipréferent se taire et vivent en
silence leurs difficultés. Par ailleurs, certainesrsonnes trouvent que le fait de parler de
leurs difficultés, a une tierce compétente et ledlante, a des bénéfices sur le bien-étre
du sujet. Dans le cadre de ma these, je recrutesdiggs pour organiser ensemble des
séances thérapeutiques ou chacun sera amené a parkon expérience du génocide, de
sa vie actuelle, des difficultés liees au génoetdde la maniéere dont il les gere. Pour des
intéréts de la recherche, ceux qui acceptent dégper a la thérapie il leur sera
demandé de temps en temps de remplir certainsigneatres. Pour le respect de la
confidentialité, 'anonymat sera respecté dansagément et la gestion des données

collectées. Merc»



Activités en séances

- Laisser les participants poser des questions d@m@ransion sur la thérapie
ety répondre.

- Ceux qui acceptent de faire partie du groupe, fennettre un questionnaire
sur la motivation et le formulaire de consentendsfairé. Les deux

documents seront retournés a la séance suivante.

Taches a domicile

- Remplir les deux questionnaires (Formulaire de entenent + Motivation a
la thérapie) ;

- Réfléchir pendant la semaine sur la/les difficgdéque tu voudras travailler
pendant les séances thérapeutiques (précision sustivation et contrat de

changement) ;

Séance 1 : Constitution du groupe thérapeutique

Description de la séance

Une thérapie de groupe dépend de la dynamiquealypgrcad de la qualité des
interactions en groupe et du bénéfice que chacainldi celles-ci. Ainsi, la premiére
chose a faire est la consolidation des assisesadypg pour celui-ci aidant pour ses

membres.



Objectifs
- Faire connaissance : nom, prénom, famille,
- Parler du groupe : bénéfices/contraintes/atteritastcavail en groupe

- Convenir du contrat thérapeutique : anonymat desées, confidentialité,
bienveillance, pas d’agression, vérité et authaééfiponctualité et assiduite,

implication, restitution, engagement au changement,

- Exposer ses attentes : parler des difficultés galorerait travailler pendant les
séances thérapeutiques (comment la personne @eresetfqu’est-ce qu’elle

attend des autres pour qu’il arrive au changenartiate).

Verbatim

« Bonjour, bienvenue a notre premiére séancepbétmue. Egalement, je vous
remercie pour votre accord de participer a cettharche. La thérapie comportera plus
ou moins 8 séances, d’un jour par semaine.

Au cours de séances, chacun a droit a la paroles, agirons et réagirons dans le
respect de nous-mémes et des autres c’est-a-dir¢ggression, avec bienveillance.
Aussi, pendant les séances nous pouvons nous permetressentir et d’exprimer nos
emotions. Tout un chacun peut donner et recevaintErques d’'affection et
d’encouragement pendant les séances thérapeutRgredant les séances, nous pouvons

nous « tutoyer ».



Pour construire notre groupe thérapeutique, ndassahous présenter les uns aux
autres : Quel est ton nom et prénom ? ta classéaPnille/secteur/district/province

d’origine et d’habitation ?

[Entre-acte : Exercicetaton animal/couleur/activité/période/chant/persogea

préféreé Ici les participants pensent a un animal/objeifgré auquel ils s’identifient ;
parlent des qualités et faiblesses du totem]. Katcece permet d’approfondir la

présentation et d’aller au-déla du nom.

Apres cette présentation, je souhaite que noumpartie nos attentes vis-a-vis de
ces séances thérapeutiques. La semaine passéaveaufléchi a une difficulté que
vous observez chez vous comme conséquence du géreiajue vous aimeriez change
au cours de ces séances thérapeutiques. Je popymoseus echangions ensembles pour
voir ensemble en quoi les objectifs de cette rextteerejoignent nos attentes
personnelles ? c’est quoi ta difficulté a travatllguels sont les signes ? quelles sont les
situations qui déclenchent la difficulté ? quekst la durée de la difficulté ? Quelle
implication dans ta vie familiale/scolaire/amicat&fiale ? comment fais-tu pour faire y
face ? quel est le résultat a court et a long teten& stratégie utilisée ? quels seraient
pour toi les indicateurs de changement apres tapie? comment tu te sens maintenant
que tu en parles ? (En cas d’émotions a I'évocatione situation difficile) Qu’est-ce

que les autres vous avez envie de dire a votreqradl ? Merci »



Taches a domicile

1. Etre attentif a sa difficulté au courant de la semma
2. Remplir les questionnaires :
- UCLAPTSD
- BDI
- CERT
- Situational and Emotional Exposure scale
- Social Sharing Benefit scale

- UCLA Lonneliness Scale

Séance 2 : Psychoéducation sur le trauma et le PTSD

Description de la séance

Cette séance vise une prise de conscience de Fiamm® du génocide sur la vie
de tous les jours et la spécificité du PTSD comoreséquence du génocide. Les
symptémes post-traumatiques sont percus différerhesdon les personnes, de méme les
stratégies utilisées pour y faire face sont vaeislént dans leur nature que dans leur effet
sur le développement des symptomes post-traumatifae ailleurs, les sujets qui
comprennent que les symptdmes sont fonction dgdimance de I'événement
traumatique, et que I'issu pathologique n’est pdal f peuvent accroitre leurs ressources
psychologiques pour faire y face. Au cours de &neé, des informations précises sur les
manifestations symptomatologiques du PTSD seramhfes pour corriger celles

erronées que les participants auraient vis-a-visuteressenti. La vraie information



fournie pour modifier les pensées par rapport arg&ne et pour rapport au pronostic de
son mal-étre.
Objectifs

- Expliquer ce que c’est le « trauma » du génocide

- Décrire et \Normaliser» les symptomes du PTSD

Verbatim

«Bonjour, ... la séance d’aujourd’hui, comme d’habé&udous allons
commencer par les nouvelles de la semaine. Contmastpasse ta semaine ? Comment
as-trouveé les exercices a domicile ? Qu’est-ceagttié facile versus difficile ? Quels
souhaits pour améliorer la session d’aujourd’hui® séance d’aujourd’hui va étre
centrée sur le génocide et les conséquences deccslur |a vie actuelle des survivants.
Qu’est-ce qui a caractérisé le génocide au Rwanu@l est ton expérience du
génocide ? Quelles sont les conséquences du génaaida santé de survivants? Que
sais-tu du PTSD : signes/symptémes ? Et toi-mérad;ilydes manifestations du PTSD
qui sont présentes chez toi ? Les quelles ? Quaiesii déclenchent ces
symptémes/crises ? Quelle est leur fréquence ?dbdeda crise ? Conséquences ?

Comment la crise se termine ?

En effet, I'exposition a un événement traumatiquemorte des conséquences
diverses et variées. Le trouble du stress postrtiatique (PTSD) en est un de cas, et

certains sujets développent un PTSD chronique aaoesd’autres s’en remettent aprés



quelques mois. En plus des facteurs objectifsliésvénement (sévérité, 'importance de
la menace), il existe des facteurs subjectifs diatiea et de chronicité des symptomes du
PTSD a savoir les stratégies de coping dont la naton. Avec la rumination les gens
pensent toujours au pire et exagerent ainsi la s&vdes symptomes vécus. Mais la
situation peut n’est pas étre si dangereuse queotrobit. Egalement, certaines gens
préférent se taire et souffrir en silence. D’autdesnandent conseil comment faire et
demandent a d’autres de les y aider. Les persogunedemandent de I'aide présentent

des améliorations que celles-la qui se taisenteedemandent de I'aide ou du conseil.

Taches a domicile

- Surveiller la manifestation des symptomes du PT@&D du long de la semaine
- ldentifier les situations, les personnes, les gbjet places, les moments, les

sensations ....qui déclenchent chez toi ces symptémes

Séance 3 : Exposition aux situations et émotiongés au vécu du génocide.

Description de la séance

Il est fréquemment rapporté que les sujets avdeTBD sont terrassés par une
énorme anxiété quand ils sont au contact aveatisds de rappel le trauma initial. lls
percoivent, par rumination, que ces indices sossianenacants au méme titre que le
trauma auquel ils ont été exposés. Pour réduigetetpper a cette anxiété, les sujets
adoptent différents comportements d’évitementsmpds I'évitement cognitif

(distraction, dissociation). Pourtant, I'évitemantlieu de réduire I'anxiété il y



prédispose. La séance vise progressivement |'exposi de telles situations et réduire

cette tendance a I'évitement cognitif et comportetale

Objectifs
- ldentifier les situations associées au géenocigiegéies inquiétantes par le sujet
dans sa vie de tous les jours.

- Faire une topographie de ces situations/penséesddrsicomportements

Verbatim

«Bonjour, .... Pendant la semaine tu as fait un si@& situations qui t'inquietent
et te peinent car elles ravivent la mémoire trauqua du genocide. A ces situations sont
associées des emotions et des comportements agoptéschapper a la douleur
déclenchée par ces situations. Je propose maintensnchacun restitue aux autres les
résultats de I'exercice de la semaine passée. guguel comportement/situation),
Combien ? (Fréquence), ou ? (Dans quel contexpeaguit le comportement), Quand ?
(quels déclencheurs), Comment ? (Quels symptomeisastations) ? Quels

comportements adoptés (fight, flight, freeze)?

Pourquoi est-il tres important de faire quotidienment cet exercice ? Au fait,
guand nous sommes anxieux, nous pouvons nous resdmment compte que I'anxiété a
été soudaine et inattendue, ou seulement nousemrendons compte quand I'anxiété a

graduellement atteint un niveau éleve. Avec I'exetmous pouvons constater en effet



que I'état d’anxiété est un processiar exemple, tu peux remarquer que quand tu

tinquietes de quelque chose, alors tes mains deeiet « moites » ou la gorge qui séche.
Alors tu remarques que ton cceur bat tres viteatsal t'inquietes beaucoup. Je
voudrais donc que tu te familiarises avec ces peessiindications. Qu’est-ce que tu as
constaté pendant I'exercice de la semaine? Asertarqué la relation entre les trois
composantes de I'anxiété : pensées-émotions-coerperits ? qu’est-ce que tu avait
I'habitude de faire quand tu étes anxieux ?

En fait, 'anxiété forme une spirale d’interactioestre les pensées, les images,
les sentiments et les sensations corporelles. arkctére douloureux du ressenti, les
gens préferent éviter a tout prix ces situationsuiant, il est presque quasi-impossible
de les éviter totalement. Il est plutét conseiktésty confronter pour autant qu’on puisse

le faire (cad n’est pas trop éviter !!1). »

Taches a domicile

Il est demandé au sujet de surveiller tout au ba¢p semaine la

situation/images/sentiments ayant déclenché unéténoxu une détresse.

Identifier tout au long de la semaine les situsipensées/images jugées

inquiétantes/angoissantes

- Noter les pensées/ sentiments/émotions que tusasaguapport a la
cause/circonstances et les conséquences de tadiiosi ;

- Noter les sensations corporelles que tu as ressgrendant cette situation

- Dites en bref comment tu as fait pour te sorticeliée situation.



Séance 4 : Exposition & la mémoire et indices deppel du génocide

Description de la séance

Au cours de la séance, les sujets seront amenrgrsea ge leur expérience du
génocide. Au méme moment, les sujets pourroningdjsér les situations les plus
difficiles a évoquer et qu’ils évitent les plus. &fances, ils seront exercés a une
exposition par la narration, et par I'exercicepitgirront procéder par exposition in vivo
(en situation). Au cours de la séance, le sujeisglaoune situation qu’il évite et a
laquelle il pourra se confronter tout au long dedenaine. En effet, 'exposition permet

au sujet d’apprendre que les situations ne sonsipasloutables qu’ils le croyaient.

Objectifs
- encourager le sujet a une confrontation au souet@motions liés au génocide
- encourager le sujet a identifier et a rompre agecbmportements d’évitement,

méme subtils, qui renforcent la détresse post-tedigume,

Verbatim

« Tout au long de la semaine, tu as fait I'exercied’dlentification des
situations/pensées/images liées au génocide pelesees/sentiments/émotions que tu as
vécues. Alors, nous allons commencer par une uéstit sur cet exercice. A quelle
situation/pensée/image as-tu été confrontée ? €ueknsées/sentiments/émotions ?

Comment as-tu fait pour gérer la situation/pensée ?



Aujourd’hui, nous allons plus parler de notre vétugénocide. qu’est-ce que tu

as vécu pendant le génocide ? Mon histoire du gdeoComment tu te sens apres avoir

parlé de ton expérience du génocide ? As-tu I'hetgtd’en parler ? y-a-t-il une
différence entre maintenant et avant dans la fad@iparler de ton expérience du
génocide ? Pourras-tu en parles prochainement comontes fais maintenant ?
(Encourager les participants a se donner les masadiaffection en cas de difficultés
majeurs. Par exemple, tendre un mouchoir au cobegui est triste et pleure ; ou tenir

I'autre sur I'épaule comme on en a I'’habitude diedalans la vie de tous les jours)

Taches a domicile

Demander aux participants de choisir une situajigits évitent souvent car elle
rappel la mémoire du génocide et de s’y confrombdwntairement tout au long de la

semaine.

Séance 5 : les ruminations

Description

La séance porte sur les stratégies de copingéalipar les sujets a la fois pour faire
face aux conséquences directes du génocide (syraptpast-traumatiques) et aux
situations qui le rappellent. La séance s’intém@sada rumination et les sujets seront
invités a parler de leurs ruminations, les situgtiqui le déclenchent, leur nature, le
bénéfice et leur efficacité. La séance devra pdrenatix participants de réaliser que

I'effet de la rumination n’est pas durable.



Objectifs
- ldentifier les stratégies utilisées par le sujairdaire face aux situations
anxiogenes (souvenirs/images/sentiments du génocide
- Analyser avec le sujet les significations et lacfmns des ruminations
- Apprécier les formes et les bénéfices des ruminatio
- encourager le sujet a identifier et a rompre agecbmportements d’évitement
dictés par la rumination, méme subtils soientabsafnple : chanter ou prier pour

occuper I'esprit, éviter de penser a la situation)

Verbatim

« Bonjour, nous allons commencer la séance avendevelles de la semaine.
Alors, je vais demander a chacun de rapporter esuge les résultats de I'exercice de la
semaine passée. Quelle est la situation de I'ekpas? Comment as-tu procedeé ?
Qu’est-ce qui était facile/difficile ? Est-ce quwjila une différence entre le moment ou tu
as évité la situation et cette semaine ou tu tegronté a la situation ? (Donner des
exemples).

Merci a vous tous pour ce que vous avez fait coexeeice, et je vous
encourage a essayer d’autres situations et ensaitte I'’évaluation de ce que vous avez

gagné en vous confrontant a la situation.

Aujourd’hui, nous allons réfléchir sur les typessimatégies que les personnes

utilisent pour éviter, échapper ou se soustrai@ea situations qui leur paraissent



stressantes. Ces stratégies peuvent étre desadéadss comportements qu’on adoptent
pour réduire I'anxiété ou anticiper la situationxeuse. Alors, (Mathieu...), dans ta
situation, comment tu te sens quand tu te trouaes dette situation ? comment tu fais
pour réduire la peine ? quel est le succes dert&gie ? Est-elle toujours la méme ou
alors il y a lieu de recourir a plusieurs stratégipour une méme situation ? Il ya des
personnes, qui, pour réagir a des situations, rientrbeaucoup cad réfléchissent
beaucoup a ce qui leur est arrivé et aux conségeede I'événement. Vous arrive-t-il
aussi de recourir a cette forme de stratégie ? Centrtu rumines cad les idées qui
passent par la téte ? Comment tu te sens quaniniines (sensations corporelles) ?

Quels sont les bénéfices (durée) et les limitesette facon de faire 2

Des questions clés a utiliser pour une analysdifimeelle de la rumination (E.

Watkins).

CONTEXTE

T'arrives-t-il de ruminer/d’étre préoccupé/ avoasachoses qui te bourrent la téte
et qui te paraissent difficiles a se débarrasser ?

- Quels sont les événements ou situations qui déudenices pensées récurrentes ?
- Qu’'est-ce que t'es en train de faire quand ce geangensées commence ?

- Dans quelles conditions tu rumines ou pas ?

- Quand, ou, avec qui tu rumines ?

- Quels types de questions tu te poses a toi-méme ?

- Quelles situations mettent fin a tes ruminations ?



UTILITE
- Peut-on voir ensemble la fagon dont tu fais cela ?
- Quelle est la fonction de ce comportement (a getila rumination)?
- Quelles sont les conséquences de ce comportement ?
- Quel est le pour et contre de faire cela (ruminer)?
- Qu’'est-ce que tu tentes d’éviter avec ce componieme
- A quel objectif/but sert-il?
- Qu’'est-ce que tu gagnes/évites en restant/demedaastcette situation de

rumination ?

DEVELOPPEMENT
- Depuis combien de temps as-tu cette tendance aeuPni
- Quand-est ce que cette tendance a la ruminatiomanencé?
- Peux-tu te souvenir la fois que tu as ruminé ?

- Qu’'est-ce qui s’était passé a ce moment la?

Ou ou a partir de qui tu as appris cette facorédgir ?

Taches a domicile

- Se servir du formulaire « Self-monitoring of runtioa » pour surveiller
les ruminations et les situations qui les déclenthe

- Se confronter a ces situations au lieu de lesrévite



Séance 6 : identification des alternatives a la mination

Description de la séance
La thérapie repose sur une analyse fonctionnalleothportement caractéristique

de la rumination. Cette analyse permet d’examiaeohtexte et les fonctions des
ruminations d’'une part et d’autre part de réaliseplan d’autres éventualités/alternatives
a ces stratégies de rumination et d’évitement.dasse développe avec les sujets
d’autres stratégies alternatives a la ruminatiasheethanger la nature/le contenu de la
rumination (rumination analytique versus ruminatexpérientielle). Les sujets sont
encourageés a surveiller leur rumination. La comm@eclevée de I'habitude est cruciale
pour changer cette habitude. De plus, pour begudes sujets, étre conscients de ce
gu’ils sont en train de faire est en soi efficastisant pour eux pour quitter/abandonner
cette forme de réponse. La conscience des sigaesrtissement (signaux d’alerte)
donne une opportunité pour « évincer la ruminagiorson début ». Les sujets sont

encourageés a fouiller/scruter/anticiper les signdialerte.

Objectifs

- Deécouvrir avec les participants que la ruminatishume stratégie inefficace

- ldentifier et tester d’'autres alternatives commatégies de coping adaptatives de
substitution aux ruminations

- encourager le sujet a identifier et a rompre agecbmportements d’évitement

qui renforcent la renforce la rumination, mémegees subtils,



Verbatim

« Bonjour. Avec I'exercice de la semaine passées tsuaveillé les ruminations et
les situations qui les déclenchent. A présent, atloss plus partager du contenu, de la
durée, de I'effet (positif ou négatif) des ruminas. Comment se déclenchent les
ruminations pour toi ? Sur quoi ton attention estdlisée dans les ruminations ? Quel
est I'objectif visé ? Quel en est le résultat ? Qegré de satisfaction ? Quelle serait
l'autre alternative a la rumination ? .... Qu’est-gai peut interrompre ou stopper la
rumination ?. Qu’est-ce qui t'as paru différent mstant pensif sur une chose pendant
longtemps versus pendant un temps cours? Qu'agtHaest différent quand tu est resté
(pensif) sur tes problemes, a tourner autour samsvier de progres et les temps ou ces
pensées ont conduit a quelque chose d’aidant, défiggie ? Qu’est-ce que tu fais pour
stopper la rumination ? Cela marche-t-il ? Qu’est-qui peut interrompre ou stopper les
ruminations ? Peux-tu reporter ou retarder la rumiion? Comment la rumination finit-

elle ou arrive a sa fin ? Qu’est-ce qui s’est paagant que tu ne stoppes de ruminer ?

Taches a domicile

Continuer I'exercice de la surveillance de rumioiasi et d’essayer d'autres
alternatives a la rumination (Par ex. Au lieu dsdér seul a penser a ces problemes
(ruminer), décider de se changer des idées avetré&; ou alors a la place des idées
comme «ma vie est gachée pour de bgrse dire par exempieje suis capable de bien

de choses, par exemple les étudestc.).



Séance 7 : Partage social (1)

Descriptions de la séance

Le sentiment de solitude et d’'isolement est symptaqyue du PTSD. De plus, la
solitude expose le sujet a la rumination et I'enm@édonc de bénéficier des ressources
disponibles dans son environnement. Pourtantpidiegit que le partage social, au-dela de
sa conception « d’évacuation du trop-pleirdes émotions, permet des bénéfices
secondaires, comme par exemple le soutien soamhetionnel, la restructuration
cognitive (percevoir autrement la réalité), autdad gains qui modifient la nature et le

contenu des ruminations.

Objectifs
- encourager le sujet a identifier et a rompre agscbmportements subtils

d’évitement

- ldentifier dans I'environnement des potentialitésipun soutien social

- Encourager le partage social des expériences éndetions entre les participants
pour rompre avec la rumination ;

- Susciter le sentiment d’appartenance pour rédeisehtiment de solitude

inhérent au PTSD ;

Verbatim
« Bonjour, ... Dans nos deux sessions précédentes,avons parlé des ruminations et
des alternatives aux ruminations. Et la semainenidee, il était demandé a tout un

chacun d’essayer une alternative, par exemple parlene tierce personne de son

® Rimé, B(2005). Le partage social des émotionssPRUF.



probleme. Alors, comment cela s’est passé pour(@ilbert), ... la situation stressante ?
Qu’as-tu fais ? Pris le temps d'y penser ? La dutéda réflexion ? Qu'as-tu fais apres ?
quel a été le gain (effet de I'action alternatiet)a durée ? Quelle différence entre le fait
de se taire/ruminer et le fait de partager avecutras ? Quel rapport avec ton
vécu/situations (émotions, pensées, sensationsopbyigues, la résolution du

probleme) ?

Aujourd’hui, nous allons plus parler du partagercgd : « Parler de son probleme a
quelqu’un d’autre ». Vous arrive-t-il de parler gles difficultés a quelqu’un d’autres ? A
qui parles-tu ? De quoi tu lui parles ? Quelles ditions pour se confier a une tierce
personne ? Parles-tu de ton expérience du géndideec qui ? A quelle fréquence ?

En quoi le fait d’en parler a une autre personredté utile ou pas ?»

Taches a domicile

- S’exercer au partage social : « ex. j'ai un proldéma bien je pense a .../ je suis
triste/peur/colére ; que puis-je faire ? A qui gp m’adresser pour m’aider a

résoudre le probleme ?»



Séance 8 : Partage social (2)

Description

Cette séance sera la derniere et elle constitueggapitulation des séances
thérapeutiques. Les sujets seront amenés a preoseience de ce qui a changé et de ce
qui reste a faire. Les sessions ayant été organgegroupe, il sera aussi question de
VOir ce en quoi le « groupe » constitue ou paswppart social. Enfin, cette session
préparera les sujets a mettre fin au contrat tleétague ayant caractérise les sessions et a
envisager I'apres-sessions. Il s’agira donc de e®igue le sujet ou le groupe envisage de
mettre sur pied pour continuer a bénéficier etir& fauctifier les acquis de séances

thérapeutiques suivies.

Objectifs
- prendre conscience et renforcer les acquis desasg#merapeutiques précédentes
- évaluer I'apport du « groupe » dans le traitement

- faire le debriefing/briefing pour le follow-up

Verbatim

« Bonjour, quelles nouvelles de la semaine ? AlgbBné) comment tu vas ?
Parles-nous de ta semaine passée et de I'exercice ?

Aujourd’hui, nous allons plus porter notre attemtiau « parcours du

combattant » que nous avons réalisé jusque mainter@l en sommes-nous ?



Changement ? Crispation ? le fait de travaillergrmoupe a-t-il eu un effet sur le travalil

réalisé par tout un chacun ? Si oui, quel effetrdB, quelle est la crispation ? »

Taches a domicile

Préparer une évaluation de la thérapie dans unaisem
Remplir les questionnaires de recherche
- UCLAPTSD
- BDI
- CERT
- Situational and Emotional Exposure scale
- Social Sharing Benefit scale

- UCLA Lonneliness Scale
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FORMULAIRES A REMPLIR AU DEBUT DES SEANCES

Formulaire de consentement éclairé a la participatin de I'étude : Séances
thérapeutiques du PTSD
LIS To U TS T [ =T (=)

apres avoir pris connaissance des informationseteg :

durant I'étude, je vais m’engager dans un travaispnnel de mon expérience du

génocide,

- durant les séances thérapeutiques, je bénéfigewtien du thérapeute et des
membres du groupe thérapeutique,

- au cours des séances, je vais participer a languhsur le traitement du PTSD en
répondant a des questionnaires qui me seront panie thérapeute,

- je peux arréter ma participation a I'étude a toatmant quand je le souhaite et sans
devoir m’expliquer,

- toutes les données recueillies resteront stricteom@rfidentielles et ne serviront que

pour les objectifs de cette étude,

apres 'étude, je peux demander des informatioiasives aux résultats de I'étude ;

donnes mon consentement a participer a cette étuder le traitement du PTSD



Contrat thérapeutique’

apres avoir pris connaissance du contenu et destdbjde la thérapie, je m’engage a
m’investir et a participer a toutes les séancesa tleérapie. Au cours de séances,
jaccepte de respecter les regles de protectiagrolupe. Pendant la thérapie, je m’engage

a travailler la difficulté

Les autres membres du groupe et thérapeute s’emgaigesi a m’aide dans ce projet

thérapeutique.

Nom et Signature du thérapeute Nom et signature du participant

" Umuhigo : Chacun compléte, signe le contrat theutigue. Aprés avoir élaboré son contrat, le tlién
et signe devant les autres le contenu de son ¢toBtraetour, il a les applaudissements des apwas|ui
signifier leur encouragement. Le contrat est gpatde client.



NIJMEGEN MOTIVATION LIST 2 (NML 2)

Echelle de détermination a faire la thérapie

(Traduction non validée de Keijsers et al., 1999)

Veuillez indiquer a quel point vous étes en ac@wek les affirmations ci-dessus. Pour ce

faire, entourez un chiffre a partir de 1 « pasali t'accord » jusqu’a 6 « tout a fait

d’'accord ».
1 2 3 4 5 6
Pas du tout d’accord Taufait d'accord

1. Je vais faire tout ce qu'il est possible pourdébarrasser de mes problemes 1 2 3 4 5 6

2.  Jaiimmédiatement besoin d’'une aide pour résoutkes problémes 1 2 3 4 5 6

3. Je suis certain que jappliquerai a la maisoguej'apprends en séance 1 2 3 4 5 6

4. Je m’attends a tirer davantage de bénéficea thetapie si j'y participe 1 2 3 45 6
activement

5.  Je suis disposé a renoncer a d'autres actpitésaller aux séances de 1 2 3 4 5 6
traitement

6. Je maintiens mes rendez-vous, quoiqu’il arrive 21 3 4 5 6

7.  Je suis prét a travailler sur moi-méme depu&dque temps 1 2 3 4 5 6

8.  Pour aller aux séances de thérapie, je suisskzpa reporter d'autresrendez1 2 3 4 5 6
vous
9.  En suivant une thérapie, jai pris la bonne siéci 1 2 3 4 5 6

10. Je crois que ce traitement m'aidera & me drdédser de mes problémes. 1 2 3 4 5 6



